CONGREGATIONAL HEALTH STATUS ANALYSIS: 
A NEW MODEL OF MINISTRY 
FOR PASTORAL CARE 





Ces’ Cook, D.Min. 


B.A., Fisk University, 1967 
M.S., University of Cincinnati, 1969 
M.P.A., University of Tennessee, 1979 


Mentors 
Sherman R. Tribble, Ph.D. 
Kelly Miller Smith, Jr., D.Min. 


A FINAL DOCUMENT SUBMITTED TO 
THE DOCTORAL STUDIES COMMITTEE 
IN PARTIAL FULFILLMENT OF THE REQUIREMENTS 
FOR THE DEGREE OF DOCTOR OF MINISTRY 





UNITED THEOLOGICAL SEMINARY 
DAYTON, OHIO 
December, 2001 


Date: 


Approved: 


Mentor(s) 


United Theological Seminary 
Dayton, Ohio 


Faculty Approval Page 
Doctor Of Ministry Final Document 
CONGREGATIONAL HEALTH STATUS ANALYSIS: 
A NEW MODEL OF MINISTRY 


FOR PASTORAL CARE 


by 


Ces’ Cook 
United Theological Seminary, 2001 
Mentors 


Sherman R. Tribble, Ph.D. 
Kelly Miller Smith, Jr., D.Muin. 


Dean, Doctoral Studies 


Copyright © 2001 Ces’ Cook 
All rights reserved. 


CONTENTS 


PSSA civccccezecesseccxcussceusvecks cea la a Iai fg aa doe, die a achat lah dh cs acles ae tener gdeaas aoe TV 
PS INOW DG INS gas ast ges cece vere thea ee ccinaes ince ceiehn eee ecscea en seen sannceaswaeeeaitias Vv 
TO IN asses cass eke sai dp os as Shas cae saree ue espe ennea yon eeeniseaedae caiman vi 
BIST OF TABLES wiiscscancnss hhc Sed sses Sealioas beats cites nas Sader ta te eatottaiet ds euceesisane abeete eee 
PIP ISOUEN TOT GIN ico csccsceeeceueeescetesciustsicescadeunccde eds cocomaebetediaceanane edad aeee be eaeeecincadl J 
Chapter 
b, ‘SOCIAL CRISIS MINISTRY | xecccecepcisseeetier aaron pone eeeetieneo ate 14 
ic ERE CIN i este hacia Seca Seto Sedat aeet sata aus Geb owsjanais ia ebecideadudeaaase aus ioe 
% FOUNDATION FOR. THE OR OG Y wisse cisvecgenceesscecteeesevesetecaneseencareencteatogs OF 
By, TRE RRO apa es cared enna ald Po save cuore as nea cece ae eae seeker 76 
5. RESULTS OF THE MODEL............. iecush Bebe sactictaenseste Malas dgosueecciedelesanencics 79 
Appendix 
A. FAITH-BASED HEALTH PROMOTION PROGRAM 
TRAINING MANUAL FOR CLERGY OUTLINE. ...... cece eceeeeeeeees 97 
B. CLERGY TRAINING FOR NEW MODELS OF MINISTRY 
CARING FOR PROPHETIC MINISTRY OUTLINE... ee 100 
C. FAITH INITIATIVE: SUBSTANCE ABUSE PROGRAM 
CURRICULUM O WINES etc oces esees pasate wate aeto ei eed deapeeeansendeteslseieslias 102 
I: “CURRVC CE IVE RIG UES cosets sooner ct pateessowsesebtars teste iealetienneeeuvate TOD 
Be. ~CORRICUBRUIME OU TL IME wecencceteerrecicte castes Sipe iageteaedeces eeacapene splencaee: 107 
BIBLIOGRAPHY .........cccccseesereee peace Cn re ere err ere reer | 


ABSTRACT 
CONGREGATIONAL HEALTH STATUS ANALYSIS: 
A NEW MODEL OF MINISTRY 
FOR PASTORAL CARE 


by 


Ces’ Cook 


United Theological Seminary, 2001 


Mentor 
Sherman Tribble, Ph.D. 
Kelly Miller Smith, D.Min. 


A faith-based model was proposed that would establish a link between the secular and 
sacred aspects of health care. A Faith-Based Needs Assessment Survey was developed to 
collect health status data from five inner city congregations in Metropolitan Nashville 
Davidson County. This survey dealt with diseases including diabetes, cancer, high blood 
pressure, strokes, and risk factors, such as smoking, consumption of alcohol, overweight, 
and illegal usage of drugs. The survey results can assist churches in incorporating 
preventive health strategies in their ministries and developing new models of ministry 


integrating both faith-based and public health practices. 
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INTRODUCTION 
Spiritual Autobiography 


On October 22, 1940 in a little house on Spruce Street in Anniston, Alabama, I 
was born to Willie and Pearlena Cook. I was the last child of eight children. My oldest 
sister, Willie Pearl, died before the age of four and a set of male twins died during 
childbirth. The remainder of my family includes my sister, Innetta, and my three brothers 
Earnest Lee, Lionel and Willie James. 

At a very young age, we moved north of Anniston to a small city called Florence, 
Alabama. Most of my fondest memories of Florence were similar to characters in the Tom 
Sawyer story. As a student at W. C. Handy elementary school, my entire perception of 
learning was intimately tied to my imagination of God’s great earth. Most of my time was 
spent looking out of the window imagining all of the wonderful things that I could do 
beyond the classroom. I repeated the third grade because I simply did not participate in the 
normal classroom discussions. However, I was responsible in other ways in that several 
teachers would hire me to help them with various chores both in school and in their 
private homes. 

My activities beyond school were filled with colorful events. The church was the 
foundation upon which my moral and spiritual ethics were shaped. Sunday School, 
Vacation Bible School, Easter, Christmas and B.T.U. (Baptist Training Union) taught me 


the essence of the Christian experience. 


The Boy Scouts was another intriguing organization that shaped my moral 
behavior. I learned about the foundation for respect, duty and responsibility. I was keenly 
aware of the honor given to soldiers who fought in various wars and returned home 
victoriously. I recalled my emotional reaction when the Star-Spangled Banner was sung. I 
stood proudly and erect when saluting the American Flag with tears of pride and honor. I 
truly believed in the land of the free and home of the brave. My Boy Scout’s uniform was 
a symbol of support for the American way of life and in my heart, I believed that death 
with honor was more important than anything. The war movies shown at the Princess 
Theater in Florence truly indoctrinated me into a childhood military lifestyle. 

The third element that influenced my life was my social activities. Living in the 
South during the 1940's did not provide many distractions. Holidays were memorable 
because of the activities that included pie-eating contests, climbing the greasy pole, sack 
racing and wrapping the May pole. 

Finally, my first opportunity for employment was that of wood yard assistant. Mr. 
Cooper, supervisor of the wood yard, hired me to cut wood, catch the woods that were 
cut by the electric saw, and toss the wood in a woodshed until an order for wood was 
placed. Persons would order a "rick" of wood and I was responsible for loading the wagon 
and measuring a rick of wood in each section of the wagon. I would take my position 
next to Mr. Cooper on the front seat of the wagon to deliver the wood to the patrons. 
From the age of eight until ten, J was very involved in the total process of the wood 
business. This opportunity gave me a sense of responsibility early in my developmental 


years for providing quality service. 


Florence, Alabama to Cleveland, Ohio 


Transformation occurred for me during our leaving Florence, Alabama and moving 
to Cleveland, Ohio. In 1953, the inner city of Cleveland was truly a ghetto with all of its 
crowdedness, hustle and bustle activities for a new rural family adjusting to the wayward 
conditions of big city life. Everything appeared larger than normal. There was too much of 
everything: too many cars, too many people, too many building, too much congestion, 
too much poverty and too much depression. It was in a detached converted automobile 
garage that my parents established household with cardboard box material used to 
separate the two bedrooms. This transformation from the Tom Sawyer lifestyle to the 
inner city ghetto neighborhood created a sense of isolation. Isolated, yet connected, in a 
liberating consciousness that made me keenly aware of our poor circumstances. I did not 
know that God was preparing my heart at the tender age of thirteen for my life's work. My 
concern for parity, equality, and justice was in my heart before I realized the significance 
of the words and what circumstances were involved in this new discovery. 

During the first year of our arrival in Cleveland, we moved to Seventh-Fifth streets 
within one block of the historic Mt. Sinai Baptist Church. It was in the balcony of this 
church where the Sunday School youth’s department was housed that the deep feelings 
and concerns for my people were explained in liberating terms for the first time. Jesus 
became the Rock in the weary inner city, the Savior of the world, the Everlasting to 
Everlasting, the Father to the fatherless, the Doctor who never lost a case, the Prince of 
Peace, and the Bright and Morning Star. Jesus became my hope for tomorrow and the 


One to whom I could bring all of my burdens and leave them there. 


Sunday after Sunday, Willie Belle Ford, my teacher, mentor, friend and 
superintendent of the youth’s department, preached the wonders of the Risen Lord. She 
laid the foundation for this confused southern child and carefully inspired and nurtured me 
to an understanding of the awesome power of God's transforming grace. There was 
nothing physically attractive about Mrs. Ford. She was seriously overweight with most of 
her features’ oversized. She was always emotional and tears would come even within the 
most simple exchange. 

I recall an incident when asked to give a review of the Sunday School lesson. I 
complained of an impediment in my speech because I shuddered and my words were flat, 
southern, and lacking in clarity. This giant of a woman called me to the front of the room. 
She said to me, " You may have difficulty reviewing the Sunday School lesson, but you 
must do your best." In my own humble and frightened way, I made it through the review 
with a little help and coaching from the Sunday School teachers. I received a big hug, a 
smile and a follow-up lesson on never quitting. "No matter the circumstances," she stated, 
“never quit." She reinforced the lecture with one of her favorite quotations from some 
famous person that states, "I will learn, I will prepare, and someday my chance will come, 
and if it should come, I will be ready." That statement is my driving force even today after 
thirty-eight years of academic preparation. I am driven to be prepared for that awesome 
day when God will call me to the front line and challenge my preparation, integrity and 
commitment. 

My leadership skills developed in the setting of the religious community. I was 
asked to become an assistant Sunday School teacher at the age of thirteen. I faithfully 
prepared each Sunday with a very practical approach to the awesome power of God. I 


recall once in which I asked the class to tell me, "Who made meat." Without the benefit of 


a theological foundation and scientific knowledge, I knew intuitively that only God could 
make meat. I served in many capacities in the junior church and directed the play, Green 
Pastures, for the entire congregation. The church gave me the confidence, a sense of self- 


worth, and a connection to the Power Source. 
Junior and Senior High School Days 


When we moved to Cleveland, Ohio, I attended Addison Junior High School. I 
was physically strong and often used my strength to dominate my classmates. I was the 
student supervisor in wood, metal and printing shop. I was also the captain of the 
basketball team when we won the citywide championship. Many students knew about my 
spiritual convictions and moral values. Students would apologize to me for using profanity 
in my presence. 

Clearly, my weakness was shown in my academic achievement. My academic 
preparation from a southern elementary school did not provide adequate skills in language, 
mathematics or science. Consequently, I avoided those classes and chose instead to focus 
my attention on courses that allowed me to use my hands. 

My leadership in the community was best shown when I joined the Pythagoreans 
Junior Masons Organization. I quickly excelled in the local chapter and became the local 
president. At the annual statewide meeting held on the campus of Wilberforce University, 
I was elected statewide president which may be attributed to my winning the oratorical 
contest. I vividly recall that wherever I would go on the campus two young men would 
always be walking beside me like secret service agents. Young men would speak and smile 
showing deep respect and admiration for the position I held. The medallion that I wore 


around my neck clearly showed that I held the highest office in the organization. My 


ability to speak in public was a new opportunity for me to explore my potential for 
leadership. The content of my speech included the Negro National Anthem, “Lift Every 
Voice and Sing.” This reminded me of a people who suffered pain, but not without hope 
for a brighter future. One could sense a people with conviction marching to a steady beat, 
waging war against poverty, brokenness, disenfranchisement and yet strong in conviction. 

This new-found position of leadership and authority was a humbling experience. I 
recalled my deep compassion for the young men in the group and the sense of 
commitment to a higher calling. I understood the relationship between my love for the 
faith community and the esoteric rituals of the Masonic organization. There was a 
common thread of respect, character building and honor between the Boy Scouts, junior 
high school and the Masonic organization. My character was being shaped for my junior 
high school days. 

The transition between junior high school and high school created some anxiety 
and uncertainty. At age fifteen in the tenth grade and a student at East Technical High 
School, I was faced with a dilemma about my future career. My options included either a 
technical or academic major for my vocation. The conflict grew out of an encounter with a 
scholar named Wesley Ben. Wesley was a member of Mt. Sinai Baptist Church and a 
college student at Ohio State University. This tall, dark, giant of a man was extremely 
articulate. I was amazed at the clarity of his words and his wonderful command of the 
language. He was inspiring in his eloquent explanation for my attending college. He 
reminded me of my leadership qualities that he observed in the classroom on the second 
floor of Mt. Sinai Baptist Church. Wesley was a member of Alpha Phi Alpha fraternity 


and arranged for me to visit Western Reserve University. This was a major turning point in 


my life because college was never a consideration for my future. I believed Wesley when 
he told me I was a “natural leader." 

I changed my major course of studies at East Technical High School from a 
technical major to an academic major resultmg from Wesley's influence. I became a 
member of the student council, physics club, Latin club president and vice-president, 
chess, Thespians, Olympian and Altrigeoms club. My entire world was filled with scholarly 
activities. I became the most popular male student in my graduating class. 

My most rewarding experience was in my American Literature class in which I 
received all "As." Mr. Theodore Steller, my American Literature instructor, introduced 
me to Keats, Shelley, Thoreau and others. My creativity and imagination were heightened 
by these writers because of their experience with life and nature. I was most intrigued by 
Thoreau when he discovered that "everything in nature was related." It confirmed my 
understanding of God as the First Cause. God was the all that there is, and the Creator of 
the universe. I learned the art of determination and tenacity when forced to take Latin 3 
and four simultaneously along with many other academic courses to graduate with my 
class. 

Once while studying at Western Reserve University, I was reading the preface of a 
book when I noticed the number of academic degrees behind the author's name. I was so 
intrigued by this that I wrote my name with all of the degrees listed. It was a lasting 
impression that drives me even to this day. It affirms my early encounter with Willie Belle 
Ford on the second floor of Mt. Sinai Baptist Church: "I will learn, I will prepare, and 


some day my chance will come . . . and if it should come, I will be ready.” 


College and University Training 


My academic training from East Technical High School did not adequately 
prepare me for college. I attended Fenn College that was later renamed Cleveland State 
University. I was required to return to high school night school to repeat English because 
of my poor language skills. At John Carroll University, Ohio University and Fisk 
University, I would take first-year English several times to improve my language skills. 

I achieved the long awaited baccalaureate degree from Fisk University shortly 
before my twenty-seventh birthday. Many of my dreams concerning medical school and 
the medical profession stopped short of reality. The realization that my life long dream of 
practicing medicine would be diverted which started a cycle of academic chaos. Trying to 
imagine my being in another profession caused many days of anxiety and frustration. I was 
making choices without a plan. There were days when I would hear the words of a little 
old lady from Alabama, a spiritualist according to my mother, saying "boy you are going 
to be a preacher some day, you can run but you cannot hide." 

At age twenty-seven, I married the former Jacqueline E. Hill who was also a 
student at Fisk University. Within a year of marriage, our first son, Mark A. Cook, was 
born at Riverside Hospital in Nashville. Six-years later, our daughter, Mia A. Cook was 
also born at the same hospital. Mikal, our youngest son, was born at Baptist Hospital in 
August of 1977. The family provided many opportunities for me to test my maturity, my 
sense of responsibility, and domestic qualities. It also brought joy and happiness to me 
and my wife to interact with our children during their developmental years. The family 
reinforced the seriousness of the need for stability. It also helped me to focus on my 


vocation and better plan for additional training. 


My leadership skills were tested in the late sixties. I was selected to serve as 
District Coordinator for North Nashville's Antipoverty Program. This opportunity paved 
the way for me to serve on the Mayor's staff as the first Community Organizer for the 
Model Cities Program. The civil rights movement and the War on Poverty created many 
local articulate leaders. I avoided the mass rallies, civil rights demonstration and other 
similar gathering while a student at Fisk University. | was searching for a deeper meaning 
of the conditions of a suffering people, and yet my Fisk experience assured me that we 
were not an inept people. Our rich culture and heritage transcended the injustice and 
inequalities discussed in many civil rights circles. Freedom came with my acceptance of the 
Christ as my personal Savior. I accepted, however, the struggle that came with the notion 
of good and evil, right and wrong, joy and despair. 

My life had been protected by the walls of the church of the living God. At twenty- 
five years of age my faith was tested in front of my own people. My great sense of nobility 
was dismantled with the harsh reality that you must first convince your own people of 
your competence, confidence and sincerity. Many of my character flaws surfaced when put 
to the test. My greatest fear was criticism of my methods and motives. I was not patient 
with the process of dealing with "grassroots" people and yet my humble beginning was in 
the ghetto. 

I did not completely understand the many facets of the African American 
community with many agendas and self-made community leaders. Planning community 
meetings and explaining the policies of the local, state and federal government to local 
citizens gave me an insight into my lack of preparation for this challenge. My inability to 
make the language adjustment from the academic community to ordinary local citizens 


caused immediate criticism and mistrust. I believed that what I had learned at Fisk 


10 


University about language should have applied, despite the environment, to show the 
quality of my training. I had learned the language but not the lesson for an effective 
community leader. 

I remembered my early days as a street worker in South Nashville where I sat on 
the porch of Mrs. Zulee Ursery and spoke with "Ghetto Joe" about my desire to be a 
community leader. Mrs. Ursery would say "just be for real and tell the truth." "Do not be 
afraid of white people, stand up for your rights." Ghetto Joe would reinforce those 
statements with a reminder of my superior training at Fisk and the qualities needed for 
good leadership. What is more important, they would emphasize the importance of 
knowing our history and getting the facts straight? 

I began to examine my own prejudices about the majority community. I realized 
that I was prone to violence and was afraid of being incarcerated. I did not march in the 
movement because I knew that I was not nonviolent and my bad attitude and quick temper 
would be detrimental to the civil rights nonviolent effort. I could not lead because I could 
not be led. In the movement, my desire to be independent and selfish in my approach to 
issues required a reassessment of where I could best use my leadership qualities. 

In my early thirties, I had completed my master's of science degree in Radiology 
Administration and was employed at Meharry Medical College in the Department of 
Radiology. I discovered my true niche as a professional administrator. Organizing people 
in a business setting with specific goals and objectives was natural for me. Time lines and 
evaluation gave me great satisfaction. The idea of a team and team-building allowed me to 
redirect my negative selfish energy into a more refined measurable process. My real 


strength was shown in my ability to empower and motivate people. I could see the gifts in 
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other people and would encourage them to do their best. Wille Belle Ford’s transforming 
energy never to quit undergirded my zealous effort to motivate people. 

The second positive discovery in my leadership qualities was realized when I was 
asked to become president of the Fisk-Meharry Credit Union. This credit union was slated 
to be closed within three months if a major revamping was not completed. There was 
absolutely no fear of the challenge. More important, I was excited that the opportunity 
was available for me to turn a project around which seemed almost impossible to turn. 
Unlike the civil rights movement where fear gripped me when asked to be a part of a 
demonstration, the credit union was an institutional legacy. This business required 
personal charisma. Negotiation skills and making people believe the impossible. It required 
me to convince the banker to believe in me and the plan that I would put before him. 
Under my administration, the credit union became computerized and grew from assets of 
$200,000 with $50,000 delinquent to more than $500,000 in assets and less than $15,000 
delinquent. I realized that things were accomplished through people, but the people must 
trust the leadership. 

After five years as an administrator and owner of a foreign car business, I 
became restless for a more challenging opportunity. While in business, at age thirty-nine, I 
received my second master's degree in public administration. This preparation was timely 
because in 1980, John Maupin, the current president of Meharry Medical College, called 
me about the position of Executive Director for the National Dental Association in 
Washington, D.C. This position provided an opportunity to work with a variety of 
professionals in a nonprofit setting. Planning major national conventions, organizing 


board meetings, and changing the image of the organization was an exhilarating 
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experience. This was extremely challenging for me because I was away from my family for 
the first time. 

I discovered that my leadership style for organizing reports, talking with local 
dental chapters, supporting new chapters, and visiting Capitol Hill to influence policy 
changes was threatening to some professionals in key positions in the association. In a 
private conversation with one board member, he shared this observation that the National 
Dental Association needed an administrative assistant or secretary, not a high level 
administrator of Executive Director. For years the association was managed by a dentist 
from his home. Again, my desire to elevate the association to a professional business 
placed me on the forefront of change. 

At forty years of age, I was still looking for a way to be a part of the medical 
community. In the spring of 1982, at age forty-one, I was accepted at the Johns Hopkins 
Medical Institutions to work toward the doctorate of science starting in the fall of that 
year. This academic experience came at a time when my life was filled with mixed 
emotions and turmoil. My family was still in Nashville when I became a resident of 
Baltimore, Maryland. I lived a life of aloneness and spent many hours in silence and deep 
meditation. I was not a part of any group, religious or otherwise. This period of deep 
silence prepared me for the coming of my high calling to the ministry. This doctoral 
experience was like a fog that I could never penetrate. It was like a game in which I could 
never play. I attended the classes, passed the tests, completed and the comprehensive 
examinations, but my heart never bought into the program. 

Once after a visit with my advisor at Johns Hopkins, I was returning home by 
way of Atlanta, Georgia to visit with my elder son. After stopping briefly at a local 


McDonald's a few miles from Washington, D.C., I returned to Interstate 95 to continue 
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my journey. It was on Interstate 95 that I came face to face with the answer to the 
problem. It was this encounter that removed the fog so that I could see clearly the task 
before me. It was my road to Damascus. It was coming face to face with my Lord and 
Savior Jesus Christ and hearing His voice speak directly to my heart saying, I realized that 
I would not complete the doctoral program until after submitting to the will of God. 

It was several years later before my submission was complete. After joining the 
First Baptist Church, Capitol Hill in 1989, and after my divorce that same year, the stage 
was set for the final stage of my life in the ministry. Alone in a sparely furnished 
apartment, sleeping on the floor at 4:00 A.M. in the early Spring of 1990, God spoke 
again to my heart about submitting to God’s Will. In the presence of the Reverend Dr. 


Wallace Charles Smith the same morning, I submitted to God's Will. 


CHAPTER ONE 
SOCIAL CRISIS MINISTRY 


Synergy 


I believe that God provided an academic environment for me at the Johns Hopkins 
School of Hygiene and Public Health and other academic institutions to become a well- 
tramed public health practitioner and educator. I also believe that God called me to be 
both witness, advocate and servant for the building of God’s Kingdom here on earth. 
Consequently, my model of ministry must be about a liberating vision for the poor, the 
least and the last, those who are oppressed and afflicted, and those who cannot defend 
them against the powerful. I must use the Bible because it is the unifying factor of my 
belief in the faithfulness of God. 

I believe that information and data from the discipline of public health will provide 
The impetus for intelligent action. My goal is to launch an unrelenting pursuit of the 
Kingdom of God under the leadership of the Holy Spirit. I will be empowered by the Holy 
Spirit to use Christian ethics to set my moral agenda and my individual responsibility in 
community. The community provides the context for both Christian action and theological 
reflections. Thus, it becomes the testing grounds for Christian commitments and the area 
for engaging the forces that dehumanize and destroy those for whom the gospel of 


salvation is intended. 
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15 
Model-in-Ministry 


This project will use pastoral care and some public health tools to develop a new 
health care ministry paradigm. The population for the project will be taken from at least 
five (5) churches that are members of the Interdenominational Ministers Fellowship (IMF) 
in Nashville, Tennessee. A request for participation will be made to the membership for 
volunteers during the regular weekly meeting scheduled Wednesday noon. A subsequent 
meeting will be held with the volunteer pastors to explain the process for completion of 
the project. The model process officially starts with completion of a fourteen (14) question 
survey by the participating congregations. 

The survey is entitled The Faith-Based Needs Assessment Survey. The data will be 
collected and analyzed to look at similarities and differences in health status for each 
congregation. Health status will include the extent to which individuals and families have 
diabetes, high blood pressure, strokes and/or cancer. Also included in the data collection 
will be some risk factors, attitude and knowledge questions such as smoking, alcohol 
consumption, and overweight. 

A syllabus will be developed for the pastors to explain the findings from the survey 
and the implications for integrating pastoral care and primary health care, especially as it 
relates to lifestyle and behavioral change. There will be a formal workshop for the five 
pastors when the syllabus is completed if the pastors agree on the need for a group 
workshop. They will be asked to evaluate this model as a tool for promoting health 
promotion and disease prevention for the faith community overall and the pastors in 


particular. 
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Secondly, the pastors will analyze the outcome of these data to show that their 
ministries can be driven by the outcome of the findings. The congregation will give 
information on the survey that will allow this level of analysis. Moreover, the laity will 


become active participants in the planning and outcome process. 
Conceptual Framework 


A new paradigm for the caring of persons should begin with a model of God ina 
caring context. Caring, in this context of a new paradigm for pastoral care, implies a 
model of God who is compassionate and accepting.! Caring in this sense suggests a God 
who is close enough to hear one’s cries of anguish, loving enough to allow persons to 
believe they are worthy of being loved, forgiving and gracious enough to allow persons to 
experience a caring relationship. Compassion, then, becomes a criterion for this model of 
God. 

The second criterion for this model of God is a liberating praxis that reflects a 
belief that God is intimately involved in the struggle of human pain and suffering. The final 
criterion of the model of God in this caring context reflects a belief that God offers 
the possibility of real change and hope for persons whose choices prevented effective 
lifestyle and behavior change. 

This model of God in a caring context is the foundation for my conceptual 
framework for social crisis preaching, ministry and pastoral care. The pastor, in this 


context, develops a relationship with persons in which the nature of God is realized both in 


'Kathryn Guthrie, “Models of God: Empowerment, Intimacy, Hope.” The Journal of Pastoral 
Care. (Spring), 1993, Vol. 47, No. 1. 
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themselves and in persons seeking right relationship with God. The pastor must be well 
informed, understand the role of the church in caring for the least, the last and the lost. 
The pastor must create a caring environment for those who are marginalized by our 
society. It is my belief that some ways to create this environment will come from the 


information gathered from the congregational survey. 
Integrating Social Crisis Preaching, Ministry and Pastoral Care 


A social crisis preaching and social crisis ministry provide the framework for our 
faith to function best during social upheaval. It is the Christian faith proclaimed during 
these circumstances because it interacts with the social context of the oppressed. 
Moreover, pastoral care in social crisis gives the ministry a more focused environment for 
healing, sustaining, guiding and reconciling these upheavals. We need a theological 
framework that can bring together the various aspects of ourselves and our training and 
experiences that contribute to inspiring, informing, guiding, evaluating, and celebrating 
pastoral identity and pastoral relationships.2 The method for developing such a theology 
usually begins with the careful study of the concrete realities of the experiences of persons, 
families, and communities. This will allow one to move to a more disciplined reflection 
upon such experiences. 

The conceptual framework for this project uses these three models to develop a 
new paradigm for social crisis in the contemporary African-American community. This 
new paradigm of pastoral care in a social crisis context is a multidimensional model. The 
social crisis preaching, social crisis ministry and pastoral care model provide the 


“Homer L. Jernigan, “Prolegomena to a Pastoral Theology.” The Journal of Pastoral Care. 3 
(1991): 221-223. 
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multidimensionality necessary to show the new paradigm for pastoral care. Ministry, 
therefore, is viewed as a kind of partnership with the divine for wholeness. Thus, the 
pastor as partner with the Christ provides a caring environment in which persons can 
participate in significant ways with God in saving and restoring human life at its deepest 
levels of struggles. The pastor can use social crisis preaching, social crisis ministry and 
pastoral care for the divine partnership with God. 

According to the late Dr. Kelly Miller Smith, Sr., social crisis preaching is 
precipitated primarily by a crisis resulting from resistance to change among the oppressed. 
It may also be caused by passive ambivalence of those who are social victims. Social 
crisis preaching becomes a function of the faith during times of social upheaval. A 
requirement of social crisis preaching is, not only that one understands the circumstances 
and situations of the oppressed, but proclaim these conditions with clarity 
and understanding. The Gospel places the pastor under a moral obligation to become 
informed as the first step in a the social crisis.4 

Dr. Smith emphasizes the importance of the quality and content of the message 
based on authentic truth as revealed in the gospel, and not just the experience and 
perception of the preacher. He further emphasizes that social crisis preaching must bring 
to the pulpit a theological orientation, experiences and other practical considerations. 
Several models for pastoral preparation for social crisis preaching were suggested by Dr. 
Smith, but an educational model provides a process that helps Christians relate their 
understanding of the faith to social issues. Inherent in the educational model are, at best, 


3Kelly Miller Smith, Sr., Social Crisis Preaching (Macon, GA: Mercer University Press, 1984). 
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three phases: 1) a factual phase during which basic factors are gathered and presented; 

2) biblical and theological phases in which biblical experiences, inferences, and injunctions 
are realized; and 3) the personal decision phase when the congregation influences the 
decision-making process based on the issues.5 Using the educational model, the pastor 
prepares the people for impending crises. This is accomplished by taking advantage of all 
resources available for preparation including workshops, seminars, counseling sessions, 
sermons, institutes and denominational literature. 

Finally, Dr. Smith suggests that social crisis preaching be based on an 
understanding of history that accepts meaning about divine involvement. The historical 
perspective is a search for those experiences through which the Word of God is mediated. 
The biblical perspective is critical to an understanding of the traditional currents of social 
issues that reinforce social crisis preaching. The Bible becomes the mirror for the believing 
community to reflect and depict social issues in God’s intervention in the human condition. 
Consequently, the Bible is an inseparable instrument to show God’s special concerns for 
those who are victimized by adverse social, political and economic conditions. When the 
Word of God becomes the context of social crisis preaching, the pastor is using the 
precedent set in the preaching of the prophet, Jesus of Nazareth, and the apostles. 
Ultimately, it must be done to show the relationship between experience and exegesis, 
between extra-biblical traditions and the Word of God in scripture, and between exegesis 


and proclamation.® 
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Dr. Harris suggests that an action-reflection model be used by the African-American 
church to provide for a liberation ministry. He believes that the African-American church 
does not have a liberation-based praxis for the poor and the oppressed that would allow 
full human freedom.’ He believes that the African-American church must develop a model 
of a ministry that provides for a collective’s definition of theology, economics and the 
politics of the contemporary community. The contemporary African-American church is 
still dedicated to the survival and liberation of African-American people. More important, 
the African-American church is dedicated to liberation as a 
model for ministry. However, the perception of a unified model of ministry for liberation,is 
at best, a combination of theologies, doctrine and beliefs.® 

One will not find in the historical development of the African-American church, 
however, a clear method of a praxis that is the ministry as reflection and action. Moreover, 
the African-American church does not have a liberation-based praxis for the poor and the 
oppressed that would allow full human freedom and human wholeness.° The African- 
American church by its very existence is grounded in a historical tradition of struggle for 
human wholeness. Consequently, the African American church must search for a 
liberation-based praxis that speaks to the needs of this context. Mckeever agrees that a 
liberation theology insists that theology must emerge from a praxis done in a specific 
historical context.!° Harris suggests that the problem with the contemporary church is the 


Forrest E. Harris, Ministry for Social Crisis: Theology and Praxis in the Black Church 
Tradition (Macon, GA: Mercer University Press, 1993). 
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pragmatic use of the historical and theological resources. These resources, according to 
Harris, must include: 


The moral connection that God demands social justice and cares for the poor and 
needy; 


There must be a sense of group identification in communities that hope for 

assurance and oneness; 

The worship within the African-American church tradition is the primary 
source of understanding the relationship between the church’s liberative 

praxis and self affirmation. The music, prayers, songs, sermons and stories 

about the black experience in worship service provide the impetus for praxis 

toward spiritual and social transformation; 

Finally, the language of freedom in the Bible in symbols and images is 

used to explain and authenticate the experience of suffering.!! 

According to Harris, criteria for a liberating praxis in the African-American church 
that provides for theological reflections can be summarized in six broad areas: 1) the black 
church Christian tradition; 2) the biblical story; 3) community as a metaphor for a social 
ministry; 4) critical self-awareness and the black church experience; 5) black liberation 
theologies and the black church; and 6) ecclesial life as an agent of human liberation.” 

Orlo Strunk, in broadening the specialization of pastoral care, offers a relationship 
between pastoral care and the prophetic ministry. He offers a Christian world view shaped 
by the scriptures, church history, rich religious traditions, and by particular cultures. There 
are indicators that suggest that pastoral care need more thought provoking information 
around contemporary issues that are more theologically, ethically and philosophically 
sound. Clinebell offers a model of holistic health as a paradigm to enable people to 


increase their level of wellness. This can be achieved in all the interdependent dimensions 


(Forrest E. Harris, Sr., Ministry for Social Crisis, 94. 
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of one’s life through self-responsibility and by enhancing the quality and reducing the 
stress level of one’s lifestyle. !3 

These powerful social developments reflect widespread unmet needs in our society 
that challenges us to make pastoral care more wholeness oriented in both theory and 
practice. Clinebell suggests that the holistic health movement may offer a model that is a 
prominent expression of this striving for a wholeness.!4 It operates out of a new paradigm 
of health, defining health as “high level wellness” rather than simply the absence of gross 
pathology or absence of disease. Holistic pastoral care will focus more actively on the 
quality of the individual’s total health—emotional, psychological, spiritual and physical. !5 

The primary biblical and historical metaphor for pastoral care is the shepherd, but 

there is a long tradition in the history of the church in which salvation is understood as a 
kind of cure for sickness, Christ as the Great Physician, and the pastor as a physician of 
the soul.!© Pastoral care and counseling are conceived as a healing art, and the field as a 
whole has taken health and healing as its primary metaphors for personal caring 


ministries. !7 


'30rlo Strunk, (Editorial) “The Pastoral and the Prophetic: When Tandem?” Journal of Pastoral 
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The new pastoral care paradigm allows the pastor as care giver to help people 
grow from pathogenic belief-value systems to more salvagenic ways of satisfying their 
spiritual needs and have an invaluable role in both healing and health maintenance. !8 

Pathogenic religions that breed guilt, helplessness, fear and hopelessness may be a 
factor im immobilizing the immune and self-healing systems of the body, and thus making 
more vulnerably to diseases such as cancer. !9 

As more holistic understanding of sickness and wellness spread among persons in 
the health professions, pastoral care will have an increasing opportunity for holistic inter- 
professional collaboration. The pastor’s understanding of the neglected heritage of 
spiritual healing can provide the integration of this tradition with our contemporary 
medical practice and public health. Such understanding, which can strengthen the practice 
of both spiritual healing and pastoral care, will enable us to develop our unique 
contribution to holistic health.2° 

Holistic health from the above perspective becomes the ideal. The optimal state of 
health and wholeness should be the ideal for those of us in the Christian community. I 
believe that understanding the world view of those who ultimately influence whether a 
holistic health movement is possible is important. We need to articulate, shape, and define 
ones world view better if pastoral care is to become the centrality of the holistic health 
movement. Smith and Harris are influenced by an Afrocentic world view that would 


provide for thinking about pastoral care in prophetic terms. In the African American 
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community in which faith is combined with action, the individual experience caring in the 
context of community.2! This world view would support Strunk’s argument to connect or 
relate pastoral care with a prophetic understanding of the contemporary holistic 
movement. Clinebell support this same argument but it would mean expanding pastoral 
care beyond the traditional concern for psychological, relational and spiritual healing and 
growth to include the other three dimensions of human wholeness--psychological, 
ecological and institutional wholeness. 

There is, however, increasing evidence for psycho-physiological studies that 
spiritual value, meaning-of-life and lifestyle issues often are hidden but crucial components 
in the etiology and treatment of illnesses, and in the maintenance of wellness.22 As more 
holistic understanding of sickness and wellness spread among persons in the health 
profession, pastoral care will have an increasing opportunity for holistic inter-professional 
collaboration. A physician/clergy dialogue may be a first step in this professional 
collaboration. 

While the holistic health movement offers the optimal wholeness paradigm, one 
must further explore the various world views to elucidate the barriers which prevent this 
optimal wellness outcome. Smith’s educational model for social crisis preaching 
emphasize the importance of the quality and content of the message based on authentic 
truth as revealed in the gospel. Further, one must understand the circumstances and 
situations of those persons oppressed by the crisis. One must then bring to the pulpit, a 
theological orientation of the crisis as well as experiences and practical considerations. 


2lChristine W. Wiley, “A Ministry of Empowerment: A Holistic Model for Pastoral Counseling 
in the African American Community.” The Journal of Pastoral Care (Winter) 1991, Vol. XLV, No. 4. 
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Harris, however, argues that the African-American church does not have a liberation 
based praxis for the poor and oppressed that would allow full human freedom or full 
human wholeness. His argument for a collective definition of theology, economics and 
politics for the contemporary community provides the framework for Clinebell’s need for 
a prophetic pastoral care model. Clinebell believes that these powerful social development 
reflect widespread unmet needs in our society which challenges us to make pastoral care 
more “wholeness” oriented in both theory and practice. 

Charles V. Gerkin provides another interesting insight into the historical 
developments underlying assumptions and world view of pastoral care in the United 
States, In his retrospective meditation about pastoral care, he explored the notion of “the 
meaning of care” as a reflective metaphor. He and his colleagues listen to the words of the 
Matthew 13 text and discerned the voice of admonition. This voice called for greater 
activity on behalf of those who are not seen or heard and those who cry out for 
understanding. Gerkin was convinced that “. . . in significant ways North American 
culture had hardened its heart against the cries of those who were oppressed by the 
conformities that culture demanded.”23 He was further influenced by his prophetic mentor, 
Carl Roger, whose strong argument for what he called “unconditional positive regard.””4 

Roger had become the psychological advocate of the right of the individual for 
self-determination and self actualization. This concept is one of the primary components of 
the European world view which focus on the rights of the individual to compete in an 


open and fair market. In the era of Neo-Orthodoxy in American theology in the 1940s 


23Charles Gerkin, “On the Art of Caring,” The Journal of Pastoral Care 4 (1991): 399. 
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through 1960s, liberal interest in human possibility had given way to the proclamation of 
God’s authoritative and gracious acts conceived as quite other and apart from human 
participation.?5 

Gerkin’s protest was not only against the hardened heart of popular culture, but a 
protest against the prevailing authorities of the times in theology. Gerkin asserts that 
“... the resurgence of concern for the care of persons that give rise to the modern 
pastoral care movement during the 1930s and 1940s was itself a response to the felt pain 
of the people.” Gerkin and his colleagues responded to the pain of people with a 
common theme of “caring. ” 

Care is by its nature a responsive act.*’ In these and other ways the emerging 
interest in pastoral care took hold of a primary criterion. This criterion meant that pastoral 
care respond to persons experiencing particular forms of human needs. Pastoral care 
practitioners always went about their work with an interest in those left behind, those who 
could not keep up, those who had been overlooked. Thus it was that pastoral care become 
focused on a particular kind of care in response to persons who had special needs, who 
were in some way, temporarily or more permanently, outside the mainstream of 
community life. Our ambition for professionalism as pastoral leaders may have the effect 


that we will promote our own interest rather than that the people with whom we work.?® 


251bid., 403. 
26Ibid. 
27Tbid. 


28Jan T de Jongh van Arkel, “Teaching Pastoral Care and Counseling in an African Context: A 
Problem of Contextual Relevancy,” The Journal of Pastoral Care. (Summer) 1995, Vol. 49, No. 2. 


Zi 


This powerful non-judgmental, non-directive response of the pastoral care of the 
1940s, 1950s and 1960s fell short of the full appropriation of the grounding of pastoral 
care in the Christian theological tradition.2? Gerkin expressed this non-directive response 
of pastoral care as a failure to explore the active interest of the gospel in certain qualities 
of life, qualities marked by faithfulness to the biblical narrative of God and God’s people 
and God’s purposes for human life.3° 

The counter-culture of the 1960s and 1970s renewed the interest in justice, equity, 
and ethics. The pastoral care movement returned to the issues of morality and cultural 
ethical ethos. Culture itself became the focus to which care must be made available.?! 

Again the relevance of Matthew 13:17 which states “. . . truly I tell you, many 
prophets and righteous people longed to see what you see, but did not see it, and to hear 
what you hear, but did not hear it.” This became the central focal point for Gerkin’s 
reflective metaphor.** He experiences a major awareness change regarding marginalization 
of persons of all descriptions in our society. In the 1980s he became more aware of the 
marginalization of African-Americans, native Americans and other ethnic minorities, 
women, the poor and disadvantaged. 

This set the stage for the new proposed paradigm for pastoral care. This 
knowledge of the extent to which persons were being manginalized brings responsibilities 
for widening the horizons for the care of persons. It brings compelling demands for 


advocacy for all who are marginalized. It demands that the element of advocacy in our 
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caring be given a more central place in our ministries of care. The historical perspective of 
the pastoral care movement reinforces Harris’ model of reflection and action in this new 
pastoral paradigm. Through reflection on the Matthew 13 text, one hears the voice of 
God as that voice speaks silently and mysteriously through all the other voices to which 
our ears give attention. It means listening to what God in God’s care for the world has to 
say to us. Matthew discerned in the 13th chapter that the listening and hearing of the 
hearts of the people have been disconnected from the hearing of the voice of God. 

McKeever’s question of how God is acting in a person’s life, concludes that the 
question can no longer be asked. We must ask how God is acting in a person’s life and in 
the multiple systems in which his or her life is entwined.>3 She believes that God not only 
acts in human persons, but also in the human systems where persons function. Voss 
describe the poor in metaphorical systems terms as the ecosystem of the poor. This term 
describes the interrelationship between the trouble experienced by the client, the limited 
resources available in the local community to alleviate that trouble, and the compounded 
trouble experienced by both the family and the helping professionals because the needed 
resources are not readily available.4 

One must explore a series of questions to understand God’s actions in human 
persons in contemporary society better. How does one hear and listen to God in this 
multinational, multi system environment in our country? Has the heart of the pastoral care 
movement grown dull to that voice? Is its confidence finally placed in the healing that 


comes from God or is it confidence as evidenced by its operations placed in more human 
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capacities to bring healing to the people? Is Matthew’s text finally a judgement on the 
pastoral care movement or does his text speak a message of hope and affirmation? 
McKeever suggests an approach to the question of systems by considering a 

theology of liberation that may help us to focus ultimate meanings of what we do. This 
allows us to reflect on ways in which we might begin to apply systems theory beyond the 
pastoral profession to a wider systemic web.35 As Christians, we must be aware of being 
an active part of but not embedded in these systems. We must discern the ultimate 
meaning of how God is acting within the human systems and appreciate the historical 
context of those acting within the system. For example, Leonardo Boff believes the 
following: 

Theological reflection does not just start from itself and elaborate its 

thinking from its own sources in the Bible, tradition, and ecclesial 


magistertum, and past theologies. It is also rooted in the cultural reality in 
which it is immersed, and it reads and interprets reality from that context.36 


Boff also supports Harris’ argument that the church does not have a liberation- 
based praxis for the poor and the oppressed. However, one can expand the argument to a 
broader Christian community systems analysis that looks at structural barriers that may 
foster structural injustice. He concludes that theological tradition has engaged in minute 
analysis of the individual but has done little to explain the institutional and structural forms 
of oppression within systems. 

The African-American church as a unit of analysis could serve as a model for many 


systemic failures of the North American culture. Many well-intentioned people may be 
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living within a structure that produces oppression who may be personally opposed to any 
sort of privilege. Unfortunately, their class status may place them among the favored 
members of this discriminatory society. 

Earlier pioneers in the pastoral care profession, unwittingly, used the North 
American culture as a unit of analysis that precluded their looking at women and ethnic 
minorities in an oppressive system. Caring for humans became the locus of concern for 
these earlier counselors and the science of psychology and psychotherapeutic became the 
tools for analysis. According to Gerkin and his colleagues, this situation prevailed, at least 
in the practices of the pastoral care discipline, quite consistently through the fifties and 
sixties. For some, particularly among pastoral counseling specialists, many of whom now 
call themselves “pastoral psychotherapists,” specialized in counseling and no longer served 
as a pastor who led worship services, preached the gospel in the pulpit, and administered 
sacraments.?’ As a result, the counselor no longer has access to the means of healing and 
reconciling through a social praxis within and beyond the faith community. The counselor 
becomes marginalized from the ultimate source of healing within the community of faith. 
Pastoral care is finally dependent upon the care of God and our human pastoral care is 
given sustenance and strength in that healing, redeeming care that only God can give.3® 

The pivotal model that connects all of the other models in this project is a model 
of God. Social crisis preaching, teaching, and caring are optimal when we hear the voice 
of God in the actions of others upon us. Gerkin concludes his retrospective meditation by 


joiming with the writer of Matthew in admonishing us all that: 
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“_.. in all our caring activity as we give attention to honing and polishing 

our ability to listen and to respond, as we seek to advocate for those who 

suffer and are marginalized, we not neglect to give attention to hearing the 

voice of God, that, understanding with our hearts, we may turn to the one 

who would heal both us and those for whom we care.”?9 

This new model of a ministry with God as its focus implies a God of compassion 
who is close and intimate. This model reflect a belief that God is intimately involved in the 
struggle of the human condition and affirms human vulnerability. This model should 
reflect a belief that God is “power with” rather than “power over.” Finally, the model of 
God should reflect a belief that God offers the possibility of real change and hope for a 
future different from the past and that human choices shape that difference. Like all those 


with whom we have a healthy relationship, God accepts us at our worst while calling us to 


be our best. 


3Tbid., 403. 


CHAPTER TWO 


THE CONTEXT 


First Baptist Church, Capitol and the Context 


This description of the context will outline the history of First Baptist Church, 
Capitol Hill, and give an overview of church life, the Ennix-Jones Outreach Center, the 
city of Nashville, Davidson County, and a brief summary of the needs for this the context. 
This project will also be a distribution of members by zip codes, number in the household, 
employment status, and income. The 1990 Census Tract Data is included to describe the 


specific census tract for this context. 
History of First Baptist Church, Capitol Hill 1865-1994 


First Baptist Church, Capitol Hill began as a slave mission of Nashville’s white 
First Baptist Church currently at Broadway and Seventh Street.! In 1834, black members, 
slave and free, of white First Baptist Church allowed separate monthly prayer meetings in 
the Masonic Hall. In 1835, the monthly prayer meetings became weekly prayer meetings 
with the arrival of the new white pastor, Robert B. C. Howell. During 1844, the blacks 


requested a separate building but were denied by the white members. Also, in the same 
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year, free black preachers, George Brentz and James Dickinson, helped pastor Howell 
with the prayer meetings. 

In January 1848, the white congregation granted the blacks the right to worship in 
the old city school building on High Street. In 1850, the First Colored Baptist Mission 
bought a meeting facility at Martin Street, later named Pearl Street and now Nelson Merry 
Street, and Tenth Avenue, North. Samuel A. Davidson, a white man, was the minister for 
the new First Colored Baptist Mission. He was helped by three black preachers, Aaron 
Dobb, Henry Howard and Nelson G. Merry. 

In 1852, Nelson G. Merry, a free black, was placed in charge of the Mission after 
the white superintendent resigned. He was licensed to preach March 9, 1852 and ordained 
as the first black pastor on November 29, 1853. Pastor Merry and the first black board of 
deacons, elected earlier in October 1853, were officially elected by the black members and 
approved by the white church in 1854. The first board of black deacons included Louis 
Butler, Daniel Watkins, Aaron Jennings, Joseph Morsell and Anderson Pritchett. 

The First Colored Baptist Mission grew to more than 500 members during the civil 
war. On September 20, 1864, the black congregation retired the mortgage on the church. 
After holding a service of Thanksgiving for a Union army victory, the congregation 
petitioned the white church for independence on April 16, 1865. The First Baptist Church 
honored a petition from the members of the First Colored Baptist Mission and granted 
them the deed to the Martin Street property and independent status. On May 25, 1866. the 
First Colored Baptist Church was incorporated. 

In 1873, the congregation outgrew the expanded facility on Pearl Street near 
McLemore Street and built a thirteen hundred seat stone and brick church on North 


Spruce, now called Eighth Street. In that same year, the congregation marched jubilantly 
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into their new building. Although in 1880 a severe storm damaged the building, Nelson 
Merry pastored the church until his death, July 14, 1884, when the membership numbered 
more than 2,681 persons. Pastor Merry was interred in Mount Arrowroot Cemetery. 

During the turbulent years of 1885-99, the church was pastored by Thomas 
Hufiman, M.W. Gilbert, J.E. Purdy, Harding Smith, T.W. Lott, A.D. Hurt and J. Gardner 
Ross. In 1887, pastor Thomas and a faction of the congregation seceded from the church 
and formed the Mount Olive Baptist Church because of controversy about prohibition and 
temperance. In 1895, pastor J.E. Purdy also took a faction of the congregation and formed 
the Spruce Street Baptist Church resulting from a bitter two-year dispute after the church 
burned down in 1893. During this period, the renowned Frederick Douglass, former slave, 
abolitionist and black leader spoke at the First Colored Baptist Church. Under the 
leadership and financial support of a deacon W.T. Hightower, the First Colored Baptist 
Church, whose members met at temporary sites during 1893-96, built an edifice on Eighth 
Street near Cedar Street in 1896. 

From 1899 until 1928, the First Colored Baptist Church was under the leadership 
of pastors W.S. Ellington (1899-1915), M.W. Gilbert (1915-17), S.L. McDowell (1917- 
23), S.N. Vass (Supply Minister, 1924), T.B. Livington (1924), and P.A. Callahan (1926- 
28). A small faction formed the Community Baptist Church in 1924, but reunited with 
First Baptist on July 1, 1962. 

The Reverend Russell C. Barbour, a native Texan and a Morehouse College 
graduate, led the congregation from 1929 until 1944. Reverend Barbour edited the 
National Baptist Voice, frequently lectured at colleges, traveled widely, spoke against 
racial discrimination, and took First Colored Baptist Church to new horizons. Edited by 


J.B. Singleton, a weekly newsletter, The Bulletin began publication. New church 
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auxiliaries were added: Men’ Club, Dramatic Club, Red Circle Girls, and Young Matrons 
Circle. The church facility was improved under Reverend Barbour’s administration. 
Sunday, August 6, 1944, he collapsed in the pulpit and passed away four days later. 

Ralph W. Riley was acting pastor after the death of Reverend Barbour and was 
helped by Deacon D. H. Turpin until the Reverend L.B. Wilkins was hired in October 
1946. In 1949, attorney Coyness L. Ennix and other First Colored Baptist Church 
members led a movement to repeal the state poll tax. This effort led to the 1951 election 
of Nashville’s first black city councilmen since 1913. 

The First Colored Baptist Church’s civil rights leadership intensified with the 
arrival of young Kelly Miller Smith in March 1951. A graduate of Morehouse College and 
a native of Mississippi, the Reverend Smith became the Dean of Nashville’s civil rights 
movement. First Baptist became the headquarters for the movement and the place where 
persons participated in mass rallies and received nonviolent training. Reverend Smith 
became the president of both the Nashville Christian Leadership Conference and 
Nashville’s NAACP chapter. He was also an officer in the Southern Christian Leadership 
Conference. Martin Luther King, Jr., graced the First Colored Baptist pulpit on January 
13, 1957. During this year, Reverend Smith, Z.A. Looby, A.Z. Kelly and others started the 
successful desegregation of Nashville’s public schools. 

In 1963, Reverend Smith went to pastor Antioch church in Cleveland, Ohio in 
September but returned to First Colored Baptist Church in December the same year. 
Program improvements during the first year of his pastorate included creating the Board 
of Christian Education, reorganization of the Young Matrons, establishment of Ministry of 
Music and formation of the Finance Committee. Physical improvements included 


redecoration of the sanctuary, vestibule, stairs and a fully equipped church office. Loyalty 
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Sunday observance was also inaugurated. The congregation voted to move near the 
original site (Pearl Street). Construction began January 1971 and was completed by March 
5, 1972, when the congregation marched from the old edifice to the new building at 900 
James Robertson Parkway and Pearl Street. The church’s name became First Baptist 
Church, Capitol Hill. In July 1981, Pearl Street was renamed Nelson G. Merry Street. The 
congregation burned the mortgage on March 5, 1981. Under Reverend Smith’s 
administration, the Kelly Miller Smith Towers for the elder and retired persons was built in 
1979 at a cost 0f$3,463,600. The Annual Roots Services reunited First Baptist Church, 
Capitol Hill, Spruce Street Baptist, and Mt. Olive Baptist Church. Reverend Kelly Miller 
Smith was a professor at Vanderbilt University Divinity School and lectured at the 
prestigious Yale and Harvard University. The Reverend Dr. Smith passed on June 3, 1984, 
at the age of 63. 

Dr. Wallace Charles Smith, a Pennsylvania native, became the new pastor on 
September 15, 1985. Under his leadership, the church continued its involvement in social 
activism. Dr. Smith helped lead protests against companies doing business with white 
South Africa and opposed the city’s intent to place garbage dumps in black 
neighborhoods. He began programs for the family, single adults, a day care center, an 
economic development committee, and endowment fund campaign for American Baptist 
College. Exchange services were held with the First Baptist Church on Broadway and 
Seventh Street. Dr. Smith accepted the pastorate at Shiloh Baptist Church, Washington, 
D.C. m June 1991. 

Reverend Ottie West was named Interim pastor until the Reverend Dr. Sherman R. 


Tribble accepted the pastorate on October 1, 1992. Under Dr. Tribble leadership, the 
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Ennix-Jones Center was purchased and named after two loyal deacons in the church, 
Coyness L. Ennix, Esq. and Clinton Jones. 

The most recent self-study? at First Baptist Church, Capitol Hill was completed in 
the Fall of 1992 by the Pastor Selection Committee. Dr. James W. Davis was the 
chairperson for the selection committee. Other members of the committee included 
Vernell C. Neely, Vice Chairperson, Virginia Hall Bright, Secretary, Ces’ Cook, Assistant 
Secretary and Statistician, Fred Jones, Paul E. Robertson, Cecille Crump, Chester R. 
Crawford, Shirley Turner, Charles E. Boodie and Anthonal Neely. Dr. Walter L. Parrish, 
II, the executive minister of the American Baptist Churches, served as consultant to the 
Selection Committee. 

The church is in the downtown area of the city near what is described as the inner 
city>. At least 98.9 percent of the congregation lives outside the inner city that comprises 
zip code 37208, and parts of zip codes 37209 and 37203. The census tracts* that are next 
to the location of the church are census tracts 141, 142, 143, and 144. 

Approximately 67 percent of the congregation is female (532) and 33 percent 
males (266) for a total of 798 members. The congregation is primarily African-American - 
with approximately 2.4 percent (21) white or others. Table 1 shows approximately 61 
percent (489) of members are between the ages of 20-55 with the highest number of 
members between 30-45 years of age. The highest percentage of men, 36.5 percent or 97 


and 27.3 of the women are between the ages of 30 and 45. 


2 Pastor Selection Committee, “Profile and Information 1992” (Nashville, TN: First Baptist 
Church, Capitol Hill, 1992). 


3Nashville Chamber of Commerce, Map of Downtown Nashville (Nashville: Chamber of 
Commerce, 1991). 


41990 U.S. Census of the Population (Washington, DC: U.S. Government Printing Office, 1990). 
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Table 1. Distribution of Members by Age. 


Age Male “> Male Female “o Female Total 
Q--9 4 1.5 4 8 8 
10-14 6 2.3 19 25 ZS 
15-19 19 7.1 19 35 38 
20-29 22 8.2 85 16.0 107 
30-45 97 36.5 145 27.3 242 
46-55 52 19.5 88 16.5 140 
56-65 aq 10.2 68 12.8 95 
66-74 20 7 a2 9.8 72 
75-79 11 4.1 32 6.0 43 
80-ON 8 3.0 20 3.8 28 
TOTAL 266 532 798 


Table 2 shows a total 178 households responded to the survey. Approximately 45 
percent or 80 households reported married with no children at home. Twenty-one percent 
or 37 households reported widowed living along was the second highest category. Single 
adult not living with parents was third highest with 18 percent or 32 households. 


Table 2. Number of Households by Category. 


Number Description 
Lt Single female parent with one or more children at home 
7 Single male parent with one or more children at home 
80 Married with no children at home 


9 Separated/divorced living at home with no children at home 
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32 Single adult not living with parent/s 
a7 Widowed living alone 
2 


Widowed with one or more child at home 


Table 3 reported 67 percent or 535 members are employed full-time. 
Approximately 14 percent or 18 are students and nine or 70 percent are retired. 
Table 3. Employment Status of the Members. 


Number 


Description 
535 Employed full time 
35 Employed part time 
35 Homemaker full time 
70 Retired 
118 Students 
15 Unemployed 


Table 4 reported 56 percent or 442 of the member’s annual incomes are between 
$35,000 and more than $75,000 per year. Thirty-two percent or 175 of the member’s 
incomes range between $35,000 and 49,999 per year. Thirty percent or 152 members’ 
income range between $50,000 and $74,999 per year and 21.1 percent or 115 members 


reported an annual income more than $75,000 per year. 


Table 4. Distribution by Income. 


Number Percent Description 

0 0 $0 - 7,500 

17 a1 7,500 - 14,999 
4] 75 15,000 - 24,999 
45 8.3 25,000 - 34,999 
175 323] 35,000 - 49,999 
152 29.9 50,000 - 74,999 
115 ee 75,000 - or more 


Table 5 shows members of the congregation reported living in approximately 32 
different zip codes. The highest number of members lives in zip codes 37027 (7.7 
percent); 37207 (12.1 percent); 37208 (6); 37211 (5); and 37218 (11.5). 


Table 5. Distribution of Members by Zip Codes. 


Zip Codes Frequency Percent Cumulative 
0.0 30 16.5 16.5 *No answer 
37013 7 3.8 
37015 1] 0.5 
37027 14 Ta 
37064 2 [4 
37072 3 1.6 
37075 4 22 
37076 1 0.5 
3715 2 ie 
37122 ] 0.5 
37186 1 0.5 
37189 ] 0.5 
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37201 1 0.5 
37203 2 1.1 
37204 i 0.5 
37206 Z 1.1 
37207 ae 12.) 
37208 11 6.0 
37209 8 4.4 
37211 10 a) 
37212 i) 2a 
37214 3 1.6 
37215 4 PES 
37216 2 1.1 
ST217 7 3.8 
37218 21 1g Bs, 
37219 2 Pol 
37220 Z 1.1 
37221 9 4.9 
37318 l 0.5 
38401 2 1.1 


The 1990 U.S. Census of the Population will be analyzed with those census tracts 
used for this study. The pertinent data from the census concerning these tracts is given in 
the tables following. However, this analysis will only focus on the poorest of individuals 
and households. Table 6 shows that census tract 144, 142, and 140 reported the highest 
percentage of households with annual income less than $5,000 in 1989. The family 
population income for census tract 144 was nearly twice as low 41.1 percent when 
compared with census tract 137 at 21.5 percent as the second lowest census tract listed in 


the analysis. 


Table 6. Percent of 1989 Household Population Income. 
Income Census Tracts 
137 138 139 140 141 
Under 5,000 23.2 11.8 23.9 34.1 14.9 
5,000-9,999 25.9 16.0 72 18.8 10.5 
10,000-14,999 10.3 9.6 23.0 11.4 13.4 
15,000-24,999 17.6 30.1 23.8 19.7 44,2 


25,000- + 229 32.8 22.1 16.0 17.0 


142 


38.5 


19.1 


16.1 


14.0 


12.2 


Median 10,492 19,190 13,997 8,831 17,358 7,358 


Income 


Table 7. Percent of 1989 Families Population Income. 
Income Census Tracts 
137 138 139 140 141 
Under 5,000 ZV.5 6.3 14.9 21:7 13.5 
5,000-9,999 7 15.6 pe 16.7 13.5 
10,000-14,999 = 12.1 8.3 22:0 17.6 16.2 
15,000-24,999 19.0 30.0 36.0 27.4 43.2 


25,000- + 35.7 39.8 24.4 16.7 13.5 


Median Income 18,089 21,250 17,849 12,467 16,250 


142 


22.8 


11.5 


25.1 


24.4 


18.2 


143 
15.9 
ae.T 
18.7 
21.8 
20:9 


13,141 


143 
10.3 
19.8 
19.8 
25.0 


25:1 
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144 
Ses 
230 
I>,2 
I>.5 
8./ 


7,008 


144 
41.1 
25.5 
13.2 
11.0 


pe 


13,578 15,027 6,114 


Table 8. Percent of Non-Family Population Household. 


Income 


Under 5,000 
5,000-9,999 
10,000-14,999 
15,000-24,999 
25,000- + 


Median Income 


137 
29.2 
48.5 
5.4 

13e7 
3.1 


6,157 


138 
26.0 
17.0 
22.0 
21.5 
13:9 


12,716 


139 
37.2 
13.9 
24.6 
16.7 

7.6 


9,399 


Census Tracts 


140 141 142 
56.8 15.3 48.6 
20.6 9.4 23.9 

4.2 12.4 11.7 


8.4 44.6 7.4 
10.0 18.3 8.4 


4,999 18,269 5,156 


143 
24.8 
27.4 
22.0 
1 Be) 
14,3 


9,320 


43 


144 
30.2 
21.3 
20.5 
20.5 

7.4 


9,419 


Table 9 reported poverty status for census tract 144 in 1989 as 65.4 percent below 


poverty. Census tract 140 was 51.5 percent; census tract 137 was 33.7 percent; and 


census tract 142 was 41.4 percent. 


Table 9. Poverty Status 1989: All Persons for Whom Poverty Status is Determined. 


Total 


Below Poverty 
Level 


Percent Below 


137 
5,229 


1,760 


33.7 


138 
1,669 


Acid, 


26.6 


139 


L759 


482 


27.4 


Census Tracts 


140 141 142 
2,00 414 ~= 1,819 
1,287 =6.101 753 
=) ee) 24.4 41.4 


143 
1,947 


580 


29.8 


144 
2,075 


1,358 


65.4 
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Table 10. Poverty Status 1989: Persons 18 Years and Older. 
Census Tracts 
137 138 139 140 141 142 143 144 
Total 3,761 1,255 1,390 1.836 414 1,406 1,505 2,075 


Below Poverty 1,061 253 304 871 101 566 403 1,358 
Level 


Percent Below = 28.2 20.2 lg 474 25.33 40.3 26.8 56.3 


Table 11. Poverty Status 1989: Persons 65 Years and Over. 
Census Tracts 
137 138 139 140 141 142 143 144 
Total 890 282 369 421 95 321 378 169 


Below Poverty 194 106 124 190 37 118 130 74 
Level 


Percent Below 21.8 37.6 33.6 45.1 38.9 36.8 34.4 43.8 


Table 12 reported poverty status for children 18 and younger below the poverty 
level. Tract 144 was 78.4 percent. Tract 140 is the second highest with 62.7 percent. 
Table 12. Poverty Status 1989: Related Children Under 18 Years. 
Census Tracts 
137 138 139 140 141 142 143 144 
Total 1,462 407 369 664 15 413 442 843 


Below Poverty 693 184 178 416 0 187 177 661 
Level 


Percent Below 47.4 45.2 48.2 62.7 0) 45.3 40.0 78.4 
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Table 13. Poverty Status 1989: Related Children 5 to 17 Years. 
Census Tracts 


137 138 139 140 141 142 143 144 


Total 1,042 288 290 477 15 205 52] 531 
Below Poverty 497 136 127 294 0 93 146 377 
Level 


Percent Below 47.7 47.2 43.8 61.6 0 45.4 44.6 71.0 


Table 14. Poverty Status 1989: Related Children Under 5 Years. 
Census Tracts 


137 138 139 140 141 142 143 144 


Total 420 119 79 187 0 208 115 312 
Below Poverty 196 48 51 122 0 94 31 284 
Level 


Percent Below 46.7 40.3 64.6 65.2 0 45.2 27.0 91.0 


Table 15 show all families with the highest percent below poverty is reported in 
census tract 144 with 69.9 percent below poverty. The second highest is census tract 140 
at 45.2 percent. Similar findings for female head of household families below the poverty 
is highest in census tract 144 at 73.8 percent. The second highest is census tract 140 at 


61.3 percent below poverty. 
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Table 15. Poverty Status 1989: All Families. 
Census Tracts 
137 138 139 140 141 142 143 144 
Total 1,284 460 470 642 74 390 495 538 


Below Poverty 407 120 100 290 10 134 151 376 
Level 


Percent Below 31.7 26.1 213 45.2 13.3 34.4 30.5 69.9 


Table 16. Poverty Status: Female Householder Families. 
Census Tracts 


137 138 139 140 141 142 143 144 


Total 706 215 224 313 30 248 274 401 
Below Poverty 348 78 78 192 10 107 116 296 
Level 


Percent Below 49.3 36.3 34.8 61.3 33.3 43.1 42.3 73.8 


This census tract analysis is important information for developing new outreach 
ministries or refocusing old outreach ministries. The ministries can target specific 
population groups for programs and services. These data analyses can provide the 
rationale for interventions, collaboration and strategic planning for faith-based and 


community-based groups. 
Ministries of The Church 


The church is organized into nine ministries that provide the leadership and 
management of the church’s activities. The ministries include the Stewardship 


Management, Ministry of Education, Youth, Missions, Social Concerns, Family and 
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Singles Enrichment, Sacred Music, Communications, and Fellowship and Amenities. 
Within each of these ministries is an opportunity to grow. However, one focuses of the 
church as a whole has been to expand the outreach ministries, especially transportation 
services. The church is faced with the crisis of most inner city and downtown churches. 
The crisis they face is maintaining and increasing the membership. This requires a 
recruitment strategy that appeals to the young generation and baby-boomers. 

The denominational events include the activities of the American Baptist Churches, 
Brotherhood/ Sisterhood Dinner (an interfaith activity), Interdenominational Ministerial 
Fellowship, Church Women United, Annual Root Services, The National Baptist 
Convention, National Baptist Convention, USA, National Missionary Baptist Convention, 
and the Progressive Baptist Convention. 

Worship is the major focus of life together in the church because it gathers the 
people of God together regularly. Below is a summary of what this congregation believes 
are the most valued aspects of church life that came from the church’s self study: 

e GOD: God is represented as the Supreme Being, Creator of the universe, 
and Father of all people. God is the first person in the Godhead. God is 
love, truth and the author of justice. 

e JESUS CHRIST: Jesus Christ is the Son of the Living God. He is the 
second person in the Godhead and the Savior of all humankind. It is 
through his sacrifice of death on the Cross for the sins of the world that 
man may know eternal life. 

e HOLY SPIRIT: The Holy Spirit is the third portion of the Godhead. It is 


an intermediary between God and humankind. The Holy Spirit is that 
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presence that provides the comfort, the reassurance, and the sustaining 
power of God’s love for all of us. 

THE BIBLE AND ITS USE: The Bible is the inspired Word of God, 
written as a guide for humankind’s daily living. It is man’s encounter with 
God and God’s encounter with man. 

BAPTISM: Baptism is an outward symbol of an inward change in our 
conversion and commitment to live a Christian life. 

THE LORD’S SUPPER: The Lord’s Supper acknowledges our 
remembrances of the shed blood and broken body of Jesus Christ for the 
redemption and remission of our sins. It is in the remembrance of Jesus’ life 
and suffering that we as Christians are renewed in our obedience to the 
Will of God. 

THE HUMAN CONDITION: As a church, we should be committed to 
helping the poor, the needy, homeless, and the disinherited in our local 
community and the world community. 

PURPOSE, PLACE AND MISSION OF THE CHURCH: The organized 
church fellowship with its born-again believers should have as its primary 
mission the spread of God’s word through working, witnessing and 
evangelizing to save humanity from the sins of the world. 

THE ROLE OF THE LAITY: The role of the laity is to support the pastor, 
the deacons, the trustees and other church leaders. The laity should be an 
advocate for First Baptist Church, Capitol Hill and always ready to defend 


the church, its basic beliefs and programs. 
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THE ROLE OF THE MINISTER: The role of the minister is that of 
spiritual leader, preacher, counselor and educator. The minister provides 
moral guidance and interprets 

the words of Christ from the Holy Bible to enhance the Christ in all of us 
and to bring the unbelievers to Christ. 

COMMITMENT TO THE VARIOUS CONVENTIONS: The church 
supports and participate in the various conventions previously mentioned. 
There is a strong commitment financially and programmatically to the 
efforts of these conventions. 

RELATIONSHIP TO THE ECUMENICAL WITNESS: As ecumenical 
witness, the church members must live lives so that we can serve as a 
positive role model for others. 

OUR CHURCH LIFE: The individual gifts (skills, talents and expertise) of 
the persons in our church help the church in realizing its vision for ministry. 
Below are some gifts identified within the congregation that will help us 
fulfill our expectations of ourselves, 

CARE: To help those in need and express Christian love and Christ like 
devotion to others. Nurses, physicians, dentists, social workers, teachers, 
researchers, etc. are just a few of the professions represented in our 
congregation. Care for the poor, elderly, sick-and shut-in and show 


concern for others, their sorrows, joys and failures. 
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CREATIVE TALENTS: Talents are used to help the church in anyway 
possible to carry out its mission. A diverse talent poo! will ensure an active 
church spiritually carrying out God’s work. 

DISCIPLESHIP: Discipleship assist and support the programs and 
ministries of the church and allows us to be some faithful followers of God. 
EDUCATION: We strive to maintain a strong Christian Education and 
training program, using standards and traditional material. We offer 
training sessions for Christian programs and informational guidance. 
EVANGELISM: Our evangelism programs consist of Spiritual Renewal 
Week (revival) and Holy Week Services. We also have a bus ministry, 
mussion programs, Sunday Church Schools, and of course, the Ennix-Jones 
Center. 

FINANCE: We have a unified budget managed by the Finance Committee. 
LEADERSHIP: Adequate committees and Circles are available for 
members to assume leadership responsibilities (local, regional and national 
leadership) in key positions within the church structure, Area, Region, and 
National Church body. 

PRAYER: We convene and pray regularly, including Sunday Church 
School, weekly prayer services, committee meetings and worship services. 
SOCIAL ACTION: Our Social and Political Action Committee is very 
involved in community collaboration. 

STEWARDSHIP: Persons or members are asked to give of their time, 


talents and treasures. 
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Ennix-Jones Center 


The Ennix-Jones Center of First Baptist Church, Capitol Hill is a faith-based 
organization structured for the purposes of supporting, encouraging, and providing 
assistance primarily to the African-American community. With the assistance of 
collaborating members and other religious institutions, the Center’s staff will seek to 
initiate, develop, and conduct programs and activities in health, education, and community 
development for the enrichment of human life, especially in the low-income areas. 

Since the African-American family continues to be a unifying force for the 
individual within the African-American community, providing some services that protect 
the family unit is necessary. This unit is profiled as having a low socioeconomic status and 
unique cultural beliefs and practices. In attempting to attract African-Americans to the 
idea of disease prevention, the case has been made for a faith community-based program, 
using novel and comprehensive approaches to interventions, multiple channels of 
communication within familiar settings, and familiar or influential ministers and lay persons 
as agents of change. 

African Americans traditionally have tight social networks. These social networks 
exist as much for defense of family as for security and recreation. The church, home, and 
other common life-path settings (i.e., barber shops, beauty parlors, laundromat) provide 
familiarity in which caution can be exercised. These social networks are the best sources 
for formal and informal communication regarding events within the African American 
community. 

Therefore, emphatic but aggressive and persistent community organization 


methodologies must be used to reach most African-Americans, most of whom perceive 


a2 


themselves to be in desperate need of help. Institutions and individuals with access to 
required resources will be involved in the entire program development process. 

The staff at the Center will design, conduct and evaluate diffusion strategies and 
practical and effective community-based intervention programs to improve knowledge, 
attitudes, and practice of problems unique to the African-American community. 

Diffusion is the process by which innovations are spread throughout a social] 
system to its members. Within the African-American social system this refers to the spread 
of new ideas about social change through appropriate communication channels (i.e., the 
church) to members of the community in ways that are acceptable to them>. 

This church is well positioned to reach most African-Americans in specific 
community locations by using diffusion strategies, the mass media, Interdenominational 
Ministers Fellowship, the Congressional Black Caucus Health Care Task Force, and the 
congregation that meet the community’s cultural requirements. The community-based 
approach has been proposed for making contact with hard-to reach African-Americans 
who are at-risk for violence, homicide, low socioeconomic status, and unique cultural 
beliefs and practices. Members of the congregation and the newly formed community 
coalition are the key resources for program development, implementation, and evaluation. 

The community-based program approach will conform to guidelines shaped by 
social marketing, community organization, diffusion strategies, and behavior change 
theories. Using the principle of participatory involvement, advisory groups will be formed 


to help with resource allocation. 


> P. Kotler and E. Roberto, Social Marketing: Strategies for Changing Public Behavior (New 
York: Free Press, 1989). 
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Data from the 1990 census suggest a disproportionate number of persons in the 
census tracts near the First Baptist Church location have lower income for families, 
households and non-family households. They are also more likely to be below the poverty 
level and the per capita income is significantly below person living in adjacent census 
tracts of middle-class status. When this analysis is explored in more detail, the need for 


this context will be clearly shown. 
Context Associates 


There were six context associates used in my project. The six context associates 
included the following: Beverly M. Brown, RN, MSN, CSN; Chester Crawford, PhD; 
Phyllis Rich; Paul Luter; Stephanie White-Perry, MD; Dwight Lewis. 

Beverly M. Brown was assigned by the committee to be the primary context 
associate. Ms. Brown has an extensive background in health care which includes nursing, 
teaching, health adminstration, research and military health training. She is in the Hall of 
Fame for her twenty years of dedication to HIV/AIDS patient care and support of 
HIV/AIDS research and prevention. She was very involved in the data collection process 
in the local mner-city congregations. She was responsible for collecting and distributing 
the survey forms to members of the congregations with the support of the ushers. She was 
the person that I introduced from the pulpit for members of the congregation to know to 
whom they should give the completed survey to after the worship service. She was present 
at each data collection site and was a member of the examining committee. 

Dr. Chester Crawford is a pharmacologist at the Veterans Hospital in 
Murfreesboro, Tennessee. He is a professional colleague who taught at Meharry Medical 


College, a deacon at First Baptist Church, Capitol Hill and a board member for the Ennix- 
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Jones Center. After a discussion with him about the survey instrument that would be used 
to collect information, he advised me to have another public health professional to review 
the instrument to be sure that was comparable with other public health survey instruments. 
We agreed that Dr. W. Michael Byrd, a senior public health researcher at the Harvard 
School of Public Health, Department of Nutrition, should review the instrument. Dr. Byrd 
advised me to frame my questions to compare the outcome with Davidson County public 
health data and U.S. national data sets. The Health Risk Appraisal Survey was used as a 
guide to make certain that the data from the faith-based needs assessment would have 
significance in other public health programs and institutions. 

Phillis Rich is a board member of the Ennix-Jones Center and was selected by the 
board to be one of my context associates. Ms. Rich was one of the readers for my 
document and became the liaison between my project and the board. Because I was 
employed as acting director of the Ennix-Jones Center, it was important to separate my 
employment responsibilities from my research. We had frequent contacts because of her 
administrative role in the daily operation of the Center. 

Paul Luter is also a member of the Ennix-Jones Center Board where he functions 
as the treasurer for the Board. Mr. Luter had been involved with a focus group project 
that I conducted earlier for the Harvard School of Public Health, Department of Nutrition. 
He shared with the group some unusual cancer-related problems among members of his 
family. He was particularly concerned about his own health in general and the health of 
African American men in particular. Mr. Luter was interested in the outcome of each data 
collection event with each congregation. Because his background is business, he was 


curious about the return-on-investment of a data-driven health ministry. 
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Stephanie White-Perry MD is the Director of the Bureau of Alcohol and Substance 
Abuse for the State of Tennessee. She was particularly interested in my research because I 
had written the first funded Faith-Based Substance Abuse Grant in the State of Tennessee. 
The State Department of Health did not have baseline data from the faith community to 
use as a measure for organizations wanting to conduct faith-based programs and projects, 
especially prevention programs (i.e., smoking cessation, immunizations, weight 
management, etc.). She advised me to look at the private sector and foundations to make 
them aware of my research. One of the local associate directors of Dupont-Merck 
Pharmaceuticals contacted their worldwide Medical Director, Gary Grandison, MD, PhD,, 
to tell him about my research. He made a special trip to Nashville to meet with me to 
discuss the implications of this faith-based research in the pharmaceutical industry, 
especially with managed care being the new system for the delivery of health care. He 
encouraged me to expand the research to involve more inner-city churches. The local 
associate director for the company provided me with some additional funding to expand 
my research to ten churches. 

Dwight Lewis is a newspaper columnist for the Tennessean, a local Nashville 
newspaper, for more than twenty years. Mr. Lewis has been interested in health care issues 
for the poor and underserved for many years. We have served together on many 
committees in the church and community. The role of the church in the delivery of health 
care is a major concern of Mr. Lewis. When I started my research, he wanted to discuss 
my findings and to use his column as a way to let the local Nashville community know the 
implications of the findings. He interviewed me several times for articles he wrote about 
gang violence, teen pregnancy, and the state-controlled TennCare, a Medicaid managed 


care program. He was very supportive of my research as a context associate. 
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Description of Nashville 


Nashville was recently placed among the top five U.S. cities with the best 
environments for business due to low taxes, a favorable business attitude, supportive 
regulatory and political climate and local economic conditions. The Metropolitan 
Statistical Area (MSA) population in 1980 was 850,505 and is estimated in 1994 to be 
1,046,136 a 23% change. Nashville is the Capitol of Tennessee and is a vital 
transportation, business and tourism center for the U.S. The Nashville Metropolitan 
Statistical Area is in the center of the state and more than one million in population. 

Nashville Davidson County has a consolidated government based on a 1963 plan 
that has become a national model. Davidson County is largely urbanized with extensive 
residential areas. Growth continues due to transportation, labor supply and development. 
Nashville is renowned as a medical center with 17 hospitals, two of which are connected 
with medical schools, 118 clinics, 2,121 physicians and 395 dentists. 

Nashville’s economy is diverse and mirrors the national economy. The area has 
benefited from low unemployment, consistent job growth, heavy outside investment and 
expansion, and a broadening of the labor force. The economy is not reliant on any specific 
area of business or production. However, the city is a leader in publishing, printing, 
finance, insurance, health care, music and entertainment, transportation technology, higher 
education, and tourism and conventions. The shift to a strong service economy is unique 
because of the high growth in managerial and administrative personnel at higher income 
levels and the consistent growth in manufacturing. 

The Metropolitan Nashville public school system offers high quality public 


education to more than 72,000 students. Achievement scores remain above national 
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norms. Nashville students as a group out perform national and large city averages in both 
verbal and math skills on the Scholastic Aptitude Test. Consistently about two-thirds of 
the public school graduates go on to post secondary education and the figure is more than 
80% in some surrounding counties. Approximately 45 independent schools are in the 
Metropolitan Nashville area. 

A major transportation center for the southeastern U.S. and the nation, Nashville is 
centrally located to many nations’ primary industrial centers. The city is near the center of 


the country, with approximately 50 percent of the U.S. population within 600 miles. 
Primary Health and Health Status in Davidson County 


The 1990 U.S. Census of Davidson County found there were 66,259 persons who 
lived in households where the income was below the federal poverty level. This number of 
poor is 13 percent of the total population.® The Census also found that a total of 152,905 
persons (30 percent of the population) had incomes below 200% of the poverty level. The 
other significant findings for Davidson County about this current study are children, the 
elderly and women. Children, females, females headed families (no spouse present), female 
headed families with children and persons age 65 and over are more likely to be poor than 
the general population.’ African-Americans are disproportionately poorer than the general 
population. Three of ten African-Americans in 1989 in this country were poor. This 


compares to less than one in ten for whites.® 


61990 U.S. Census Report of Davidson County in Tennessee (Washington, DC: U.S. Government 
Printing Office, 1990). 


Ibid. 


8Tbid. 
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The poor in Davidson County live within a 3.5 mile radius of downtown Nashville. 
African-Americans are dispersed throughout the county but are concentrated within a 
three-mile radius of downtown.’ Areas identified as high concentration of poor persons 
represents 43 census tracts. The total population of these high poverty areas is in census 
tracts 136 and 132 (27% of the total population in the county).!° Other significant findings 
in this area are income. Of total population in census tracts 132 and 136, 42,200 had 
incomes below the federal poverty level and 77,595 had incomes below 200% of the 
federal poverty level. African-Americans comprise 79,597 of the person living in these 
poverty areas. They represent 59% of the population in these census tracts and 67% of all 
African-Americans in the county.!! 

Most of the uninsured (68%) in this Community Health Agency’s sample had 
previously been covered by private health insurance. The uninsured fall into two groups. 
Persons who are listed as chronically or long-term uninsured; and those who have been 
recently uninsured for a short time. The most prevalent health conditions of these 
uninsured persons included the following: high blood pressure (16%), injury (16%), 
arthritis (11%), heart disease/stroke (6%), alcohol and drug abuse (5%), diabetes (4%), 
and cancer (2%). !2 

The last question on the Faith-Based Needs Assessment Survey asked about 


persons with health insurance. This question is important because the Medicaid program 


Primary Health Care in Davidson County, A Report from the Davidson County Community 
Health Agency Primary Health Care Task Force” (August, 1995). 


101990 U.S. Census Data. 
11 Ybid. 


!2Davidson County Community Health Agency Primary Health Care Task Force Report. 


59 


was replaced by a new program for the poor and uninsured called TennCare. In 1992 there 
were an estimated 62,000 persons who were uninsured in Davidson County. Of these, 
62% believe that the poor in Davidson County do not have adequate access to health 
care.!3 They cite cost as the most frequent barrier to health care. The uninsured are much 
poorer than the general population. Thus, the regular source of care is likely to be a public 
clinic or emergency room that is less able to provide adequate continuity of care. Finally, 
the uninsured are more likely to be hospitalized suggesting they are more ill or injured 


when they enter the hospital.!4 
State of Tennessee: Children and Families in Poverty 


The majority (56.6%) of poor children living in Tennessee are white!5. African- 
American children comprise 42.1% of children in poverty, and children of other minority 
groups are less than 3 percent of poor children.!® Although there are more poor white 
children than other races, an African-American child is almost three times as likely to live 


in poverty as a white child!” 


13]bid. 
l4Tbid. 


'STennessee Commission on Children and Youth, Kids Count: The State of the Child in 
Tennessee (Nashville, TN: Tennessee Commission on Children and Youth, 1992). 


'6Population Reference Bureau, The Challenge of Change: What the 1990 Census Tells Us About 
Children (Washington, D.C: Center for the Study of Population, 1992), 62. 


i7Tbid. 
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In 1990, 247,366 children lived in poverty in the state.!8 Most children live in 
poverty in Tennessee than the nation as a whole. Also in 1990, 20.7% of Tennessee 
children lived in poverty, compared with 17.9% nationally.!9 

Since 1990, the situation has worsened in Tennessee. The 1990 census shows the 
percentage of poor children increased 1.9 percent from 1980 to 199029. Recent estimates 
from AFDC suggest a higher rate of children in poverty. Of children in single-parent 
families, 79.6% lived in poverty in 1990 compared with 11% who lived in two-parent 


families.?! 
State of Tennessee: Families and Communities/Population 


In 1990, there were 1,216,604 children in Tennessee, 24.9 percent of the 
population.2? Compared with the adult population, most Tennessee children are minorities. 
Although the total Tennessee population is 17 percent minorities, the children’s population 
is almost 22 percent minorities.23 Minorities in Tennessee are mostly African-American. 

As Tennessee’s elderly population has increased, its children’s population has 


declined. After peaking in 1970,74 a 6.4 percent decline in the children’s population 


\8University of Tennessee Center for Business and Economic Research. 1990 Census of 
im and Housing (Summary Tape File 1, Profile 1). (Knoxville, TN: University of Tennessee, 

ISTbid. 

0Population Reference Bureau, The Challenge of Change. 

2lbid., 5.1. 

221990 U. S. Census. 

231bid. 


*4University of Tennessee Center for Business and Economic Research, 1990 U.S. Census Tape. 
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occurred between 1980 and 1990.25 Tennessee is among 33 states whose children’s 
populations declined in the past 10 years.26 Tennessee’s shrinking child population reflects 
the recent national trend of more people of childbearing age having smaller families or 
being childless. It is unlikely that there will be significant growth in the children’s 
population if current trends continue. There is a recent trend, however, for most of 
Tennessee’s child population to be younger. There were more children under six in 1990 
compared with 1980. 

Another population trend affecting Tennessee children was the increase in the 
number of mothers working outside the home, which increased by 29 percent from 1980 


to 1990. The largest increase, 23 percent, was among mothers with children under six. 
State of Tennessee: Single-Parent Families 


By 1990, the number of married-couple families with their own children had 
decreased be 6 percent in Tennessee compared to 1980.27 This represents a historic shift 
nationwide: the displacement of the traditional family-married couples raising children as a 
society’s predominant household type. 

Over the past 30 years, the number of single-parent families tripled in Tennessee--a 
higher rate than the rest of the nation.28 More than one in five children in Tennessee in 


1990 lived in s single-parent family. In 1990, 21 percent of Tennessee’s children lived in 


Population Reference Bureau, The Challenge of Change, 9. 
26Tennessee Commission on Children and Youth, “Kids Count.” 
27Population Reference Bureau, The Challenge of Change, 18-19. 


281990 U. S. Census. 
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single-parent homes compared with the national rate of 19.4%.29 The number of single- 
parent families headed by females in 1990 increased 23.7 percent, and single-parent homes 
headed by males, though only 3 percent of families with children, increased by 56.3 
percent over the decade.?° 

In Davidson County, 28.4 percent of children live in a single parent home. One in 
two African-American families is headed by a single female parent, while more than eight 
of ten white families are married couples.3! These families of young, single mothers are 
more likely to experience economic, social and psychological stresses that put them at risk 


for living in poverty, requiring public assistance, and publicly funded services. 


State of Tennessee: Family Income 


The economic status of many children was adversely affected because children are 
disproportionately clustered in fewer affluent families. During the 1980’s, the gap between 
Tennessee’s rich and middle-class families was the 45th largest with-50th largest to be the 
worst-among the 50 states. The gap is the 39th largest between rich and poor families in 
Tennessee.?2 

Tennessee families with children have average incomes 16 percent less than the 


national average income of similar families.3> In spite of the lack of adequate income for 


2*University of Tennessee Center for Business and Economic Research. 1990 Census Tape. 

30Population Reference Bureau, The Challenge of Change, 34. 

31 Bureau of the Census, 1980 Census of the U.S. Population, Volume 1, Chapter C. General 
Social and Economic Characteristics of the Population (Washington, DC: U.S. Government Printing 
Office, 1983). 


32Tennessee Commission on Children and Youth, Kids Count. 


33Population Reference Bureau, The Challenge of Change, 50. 
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many families, 70 percent of all Tennessee family income was received by wealthy 
families.*4 The per capita income for Davidson County was $15,195 in 1990 census. 

There is no comprehensive state effort in Tennessee to decide how many people 
are homeless. Three sources of information on the homeless population are the Tennessee 
Department of Education and Human Services and local homeless coalitions such as the 
Nashville Coalition for the Homeless. The Nashville Coalition for the Homeless conducts a 
biannual count of those who are obviously homeless such as people in shelters, on the 
streets, and living in cars. The 1991 survey reported 1,280 homeless children attending 

Tennessee schools. Elementary schools (K-6) accounted for 50 percent of the 
homeless children, middle/junior highs (7-9) for 29 percent, and high schools for 21 


percent. 
The Need for this Context 


The context for my ministry is focused specifically on the health and well-being of 
persons who are considered marginalized by the public and private health care sector. 
Those people include the poor, the oppressed, the minorities, the elderly and women. The 
targeted population will be at least five inner-city African-American churches. 

The physical location of the context is the Ennix-Jones Center of First Baptist, 

Capitol Hill. The Center is involved in the outreach ministry of the church. Consequently, 
this level of research and analysis is very appropriate for this context. The Center is a 
model for the faith community to observe when developing its outreach ministries. The 
faith community need models to describe ways to be involved in the crisis of health care. 

34Center a Budget and Policy Priorities, Where Have All the Dollars Gone? A State -By-State 


Analysis of Income Disparities over the 1980’s, Tennessee Fact Sheet and Tennessee Highlight 
(Washington, DC: U.S. Government Printing Office, 1992). 
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Health promotion and disease prevention may be the most likely area of interest for the 
faith community. However, pastoral care may provide some insight into one of the 
greatest needs of health care. 

When there is a shift from the biomedical model of medicine and health to a 
holistic approach, the more clergy will be collaborating with primary care physicians, 
nurses, and managed care organizations (MCOs). An assessment of changing patterns of 
morbidity and mortality revealed that chronic diseases such as cardiovascular disease, 
cancer, diabetes, and accidents posed the greatest threats to our well-being. An analysis of 
the factors contributing to these health problems resulted in the realization that behavior 
contributed to virtually every one of ten leading causes of death and disability. 

Behavior and lifestyle are very relevant issues in the pastoral care profession. 
However, the clergy who function in the specialized profession must show the value of 
pastoral care and ways it can improve the quality of life for everyone, even if they are not 
physically ill. In this context, the value of pastoral care can be shown by expanding and 
using the language of research and data collection. For example, qualitative research 
analyzes the history, behavior, stories, and experiences of people in a logical and 
structured way while maintaining the person-centered focus. However, collecting data 
concerning the health status of a congregation is a quantitative research effort. It seeks 
knowledge by formulating approaches that produce raw data suitable for statistical 
analysis. The value in collecting and analyzing data for pastoral care and the faith 
community is in usage for formulating and developing ministries. 

Pastors, chaplains, pastoral counselors and lay ministers who understand both 


research and the trouble people have with it, can help them make better, more informed 
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decisions in all areas of their lives. This is especially true regarding research in health care 
and in the prevention of illness. 

The public health literature suggests that public health, as a field of knowledge and 
as a social practice, has historically been one vital force that has led to reflection on, and 
collective action for health and well-being.*5 Public health has both an intellectual tradition 
and practical application that are similar to a black liberation theology. Like all living 
traditions, this one should involve a continuous process of building, reflection and 
renewal. The substance of public health limits it to organized community efforts aimed at 
the prevention of disease and promotion of health.2° Using the faith community to 
influence the behavior and lifestyle of persons within the organized public health model 
provides a new model of a ministry. The new public health model addresses the systematic 
efforts to identify health needs and organize comprehensive services with a well-defined 
population base. The essence of public health is the health of the public. Therefore, it 
includes the organization of personnel and facilities to provide all health services required 
for the promotion of health, prevention of disease, diagnosis and treatment of illnesses, 
and physical, social, and vocational rehabilitation. The Ennix-Jones Center, however, will 
limit its involvement in the health of the public with health promotion, disease prevention 
and advocacy strategies. 

In summary, the need for this context will be clearly shown in the data collection 
and analysis of rich information gathered from the congregations. This information 


becomes an important tool for developing new ministries or improve existing ministries. 


35J. Kerner, L. Dusenbury, J. Mandelblatt, “Poverty and Cultural Diversity: Challenges for 
Health Promotion Among the Medically Underserved.” Annual Review of Public Health, 1993, 14:355- 
vies 


36Tbid. 
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Finally, the context can become a research center for pastoral care initiatives, public health 


promotion, data collection and analysis, and a site for interdisciplinary research. 


CHAPTER THREE 


FOUNDATION FOR THEOLOGY 


All of the life is a gift of God to be celebrated, cherished, and respected. The 
Christian faith recognizes that all of the life is a stewardship under God and that 
humankind is a co-worker with God who is causing God’s redemptive purpose for all of 
creation.! Scientific knowledge or technical expertise simplifies human stewardship in the 
world. However, technology and science are not necessarily opponents of the human 
experience, spiritual interests or of the religious enterprise. Rather, such knowledge is an 
extension of personhood into the world of technique and experimentation. Thus, it 
becomes a part of what it means to be human and vital to the tasks of stewardship.? 

A social ministry, however, seeks to understand personhood in a relational, 
contextual and theological framework based on the biblical vision of community.3 In fact, 
the needs of individuals within the community of faith provide the genesis of a liberating 
response through a social ministry. A more descriptive understanding of a social ministry 
is summarized by Forrest Harris in the following: 


A social ministry is relational because its aim is to build community; it is 
contextual because it meets the human situation; and it is theological 


'Paul D. Simmons, Bioethics: Frontiers of the Future, Issues in Christian Ethics (Nashville: 
Broadman Press, 1980), 147. 


2Tbid., 148. 


3Archie Smith, Jr., The Relational Self: Ethics and Therapy From a Black Church Perspective 
(Nashville: Abingdon Press, 1992), 15. 
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because it seeks unity between Christian social action and God’s liberating 
purposes and activity in the world.4 


It is within the framework of a social ministry that one can find the rich liberating 
theology that describes God’s intervention into the affairs of humankind, especially the 
poor and under served. Because all theologies are contextual and situational, one can 
experience the hand of God not only in personal salvation but also in a social and political 
context.° 

My context of ministry looks at the multidimensional aspects of a liberation 
theology in general and prophetic commitment for African-American theologians in 
particular. The crisis in health care for the poor and under served minorities will be my 
primary focus, but will also include the crisis in spiritual, material and moral decay which 


impact this ethnic population. 


Liberation Theology and Biblical History 


The theology of liberation is committed to a certain understanding of the Christian 
faith and its relationship to the world. The basic premise of a liberation theology is that 
God designs and desires that God’s creation be free from alienation, dependence, 
exploitation, and oppression.® Poor people overall and African-Americans in particular 
seek to understand and interpret the worldwide revolution against inhumanity, exploitation 


and oppression. This overwhelming need to contextualize this level of oppression among 


4Forrest E. Harris, Sr., Ministry for Social Crisis: Theology and Praxis in the Black Church 
Tradition (Macon, GA: Mercer Press, 1993). 


>Gayraud S. Wilmore, Black Religion and Black Radicalism: Interpretation of the Religious 
History of Afro-American People, 2nd. ed. (New York: Orbis Books, 1984), 220. 


®Bob Adams, “Liberation Ethics and Theology,” in Paul D. Simmons, Issues in Christian Ethics 
(Nashville: Broadman Press, 1980). 
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African-Americans inspired some theologians to develop a Black Theology.” This 
theology affirms that the faiths and ideologies of the oppressed masses can be used by God 
as instruments of their liberation. The encounter of African- Americans and poor people 
with God provides a historical perspective about liberation from racism, poverty, cultural 
and political domination and economic exploitation.® 

Liberation theologians interpret both Scriptures and history in both reflection and 
praxis.” This dialectic provides historical movements understood as paradigmatic for the 
ways in which God is related to liberation.!° The principle paradigm in the Old Testament 
is the experience of the Hebrew people, first in Egypt and then in the entire Exodus 
episode. Mosaic Law tells us that it is not God’s plan for people to be poor (Deut. 15:4). 
“God understands human nature.” “If they are poor, open your hands freely to them, care 
for the poor (Deut. 15:7). We are commanded to care for the poor (Duet.15: 11). 

The Old Testament position on the poor is that God is consistently depicted for 
being on the side of the poor. To help the poor is to help God, and to oppress the poor is 
to cause God’s condemnation. A good example can be found in the Book of Proverbs: 

“He who oppresses the poor shows contempt for his Maker, but whoever 

is kind to the needy honors God,” and “He that hath pity upon the poor 


lendeth unto the Lord; and that which he hath given will be pay him 
again.”!! 


7James H. Cone, God of the Oppressed (New York: Seabury Press, 1975). 
8Gayraud S. Wilmore, Black Religion and Black Radicalism. 
Forrest E. Harris, Ministry for Social Crisis. 


10Gustavo Gutierrez, A Theology of Liberation: History, Politics, and Salvation, Cardad Inda 
and John Eagleson, trans. and ed. (Maryknoll, NY: Orbis Books, 1973), 7. 


1iproy. 19:17 
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In addition, the Old Testament condemns people for acts of omission against the 
poor plus acts of commission. The prophet Amos records God’s condemnation of Israel 
for acts of commission when the say, “they sell the needy for a pair of sandals . . . they 
trample on the heads of the poor as upon the dust of the ground, and deny justice to the 
oppressed (Amos 2:6-7; 5:21-24; 8:1-10). God’s condemnation of Israel recorded by 
Isaiah and Jeremiah offers yet another insight when God says, “It is you who have ruined 
my vineyard; the plunder from the poor is in your houses (Isa.3:14).”” What does you mean 
by crushing my people and grinding the faces of the poor (Jer. 5:26)?” Ezekiel records his 
understanding of the story of Sodom and Gomorrah about their condemnation for lack of 
concern for the poor as for their sexual misconduct. Ezekiel records the words of God on 
this matter: “Now this was the sin of your sister Sodom. She and her daughters were 
arrogant, overfed and unconcerned; they did not help the poor and needy. They were 
haughty and did detestable things before me. Therefore, I did away with them as you have 
seen.” (Ezek.16:49-50) 

As with the Old Testament, the New Testament makes it clear that God is on the 
side of the poor and oppressed. Jesus’ well-known first sermon that he came to preach 
good news to the poor and to release the oppressed and set the captives free makes this 
clear (Lk 4:18-19). Jesus, at the beginning of his ministry, stood in the synagogue and read 
from Isaiah, “The spirit of the Sovereign Lord is upon me, because the Lord has anointed 
me to preach good news to the poor. He has sent me to bind up the broken hearted, to 
proclaim freedom for the captives and release for the prisoners to proclaim the year of the 
Lord’s favor” (Isa 61:1-2). Jesus told his disciples, “you are the salt of the earth” (Mt. 


5:13). The primary use of salt in Jesus’ day was to prevent decay. It was rubbed into meat 
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so the meat would not spoil. To be the salt of the earth means that we ought to be looking 
for places that are decaying and we ought to go there to preserve those areas. 

Then Jesus says, “You are the light of the world” (Mt 5:14). What is light? Light is 
what comes to overcome darkness. Where are the dark areas of our world? That is where 
we ought to be going as people who believe in Jesus Christ. 

Jesus gives us two great commandments: ‘We are to love God and to love our 
neighbor as ourselves” (Mt 22:37). Who are our neighbors? My neighbor is the man or 
woman beaten up on the side of the road. The person who is hurting to the point that 
nobody else would even care for the person. 

For the church to fulfill its biblical mission, it must be meeting the needs of people 
based on the Proclamation of Jesus Christ. The Christian church as a model of a ministry 
must have both the spiritual and social gospel. The gospel is for the whole person. 
Proclaiming the Good News of Jesus Christ means taking care of people’s needs 
physically, mentally and socially was well as spiritually. 

Who can deny that Jesus’ entire ministry reflects this type of favor toward the poor 
and oppressed? Paul, when speaking to the Corinthians said, “For you know the grace of 
our Lord Jesus Christ, that though he was rich, yet for your sakes he became poor, so that 
you through his poverty might become rich.” (2 Cor. 8:9). The role of the church in the 
world, with Jesus Christ as our model of ministry, is to rebuild the structures that are 
hurting, to raise up a new generation of Christian leadership among the poor and 


downtrodden, and become true witnesses for God liberating ministry now. 


d2 
Multidimensionality: A Liberative Praxis for A New Theological Understanding 


Multidimensionality is a paradigm defined in this context as “a way of thinking 
about a liberative theology” with the vision of Jesus Christ as Liberator and the vision of 
the “new city” experienced by John the Divine on the Isle of Patmos. This “way of 
thinking about a liberative theology” provides a model of ministry for Christians that is 
inclusive not only in a liberative praxis, but a theology of hope. It replaces hopelessness 
experienced by some contemporary theologians with a new strategy for critical theological 
reflection which reverses the cycle of despair, misery, violence and oppression. 

Contemporary African-American religious leadership is faced with a 
multidimensional problem in the African-American community. Inherent in this problem 
are circumstances similar to the historic problems facing the African-American community 
such as moral decay, alienation, and despair. However, there is a more sinister and evil 
form of racism: economic deprivation and hatred. Organizing masses of poor and minority 
people with limited resources and extreme cases of isolation in our inner cities, heighten 
the problem even for the African-American church. 

Critical reflection on the biblical paradigms teaches Christians today the way in 
which they should reflect critically on their own situations. Just as the possibility for 
liberation existed then, so too the possibilities exist today. Just as oppression and 
oppressors then were real as historical conditions and persons, the same is true today. Just 
as liberation then involved whole human beings, so also it does today. 

The new sphere of obedience for the Christian is politics. Politics in this context is 


the comprehensive situation of power relationships between human beings and between 
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people and nature.!* Health Care Reform in the United States is an example of public 
policy driven by profit and power relationships among human beings in powerful positions. 
The faith community must be well-positioned to encounter these power structures with a 
liberative theological praxis. The wealthy and powerful should not continue to initiate 
health policy for the poor and powerless. The community of faith must be advocates for 
the needs of persons marginalized socially and politically. In this atmosphere, people of 
faith must take initiative to develop a vision of individual health and health for society. !3 

Multidimensionality as a liberative praxis asks, “Who produces what and for 
whom?” The economic deprivation of the masses is contrary to the will of God who seeks 
the well-being of all of God’s people.!4 We are already feeling the effects of momentous 
new issues emerging on the horizon--the aging of our society, the prohibitive costs of 
many technologies developed for diagnosing and treating disease, and the ecologic 
consequences of industrialization and population growth.!> 

Healthy People 2000, a publication that describes the health status of the 
population in the United States, provides a framework for health goals and objectives for 
many organizations, agencies, and community-based groups. It offers a vision for the new 
century, characterized by significant reductions in preventable death and disability, 


enhanced quality of life, and greatly reduced disparities in the health status of populations 


!2Bob Adams, “Liberation Ethics and Theology,” in Paul D. Simmons, Issues in Christian Ethics 
(Nashville: Broadman Press, 1980). 


|3George Fitchett. “The Medical Captivity of Religion and Health.” The Journal of Pastoral 
Care (Fall) 1991, Vol. XLV, No. 3, 280. 


14 James Cone, “Black Theology and Liberation,” in J. DeOtis Roberts, Liberation and 
Reconciliation (Philadelphia, PA: Westminster, 1971). 


'5 Healthy People 2000, National Health Promotion and Disease Prevention Objectives, U. S. 
Department of Health and Human Services, Public Health Service, DHHS Publication No. (PHS) 91- 
50213, September 1990. 
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within our society. It is a product of a national effort involving professionals and citizens, 
private organization. 

Church-based health programs can use the goals and objectives of Healthy People 
2000 to design meaningful health promotion programs. Health promotion programs are 
important because they typically seek to prevent illness and disability rather than treat it 
after it is too late.!6 The church for many persons is the nerve center of the community, 
especially persons in the African-American community. Churches involve many entire 
families in strong social networks. In addition, churches are widely available to individuals 
of varying socioeconomic status.!7 Thus, the church can provide not only a location for 
health promotion activities, but can provide some cost-effective, volunteer-led services 
that are just as successful as those that are professionally led.18 

The clergy, as one of the most influential members of the faith community, have 
shown an interest in a church-based health promotion program. Some clergy have been 
highly receptive because they believe that spiritual and physical health are highly 
interrelated.!° Many would disagree with the quality of clergy’s leadership. For example, 
Cornel West, in his assessment of the crisis of black leadership states that, “social crisis of 
the black community calls for a reassessment of religious leadership that has disfigured, 


deformed and devastated the African-American to the extent that the leadership is vastly 


16A. Scandrett, “The Influence of Religious Beliefs on Health Behaviors of Attenders of the 
Black Baptist Church” (Ph.D. diss., University of Oregon, 1993). 


17T. M. Lasater, B. L. Well, R. A. Carleton, J. P. Elder, “The role of churches in disease 
prevention research studies.” Public Health Report 1986; 101 (2): 125-131. 


I8B. I. Wells, J.D. Depue, T. M. Lasater, R. A. Carleton, “A Report on Church Site Weight 
Control,” Health Education Research 1988; 3(3): 305-316. 


19S. K. Kumanyika, and J. B. Charleston,: “Lose Weight and Win: A Church-Based Weight Loss 
Program for Blood Pressure Control Among Black Women,” Patient Education and Counseling 1992; 
19(1): 19-32. 
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underdeveloped.” This assessment shows a dearth of collective and critical consciousness 
that need more commitment and courageous engagement to solve the myriad of problems 
facing the faith community in general and African-American community in particular.?° 
Despite models of leadership needed for the problems facing the contemporary 
black religious leadership, central to the model is the difficult task of connecting and 
holding a socially strategic black constituency with health as a major agenda item. From a 
social crisis perspective, the African-American religions must provide a liberating praxis to 
simplify the reflection that provides the bridge connecting action and reflection with 
vision.”! I believe the problem is multidimensional and will require multiple linkages to 


engage the problems. 
Summary 


In summary, the faith community is an attractive environment for the prevention 
of illness and health promotion. The literature suggests those health promotion programs 
at various churches is not well documented. The churches with the most activity may be 
the African-American community. The contemporary black church is, without question, 
the vital link to the African-American community for not only spiritual foundation, 
reflection and renewal, but also a place for moral commitment, moral responsibility, and 
moral consciousness. It becomes the ideal place to reach individuals who are poor and 
under represented in the health care delivery system. This is still the place when the Black 
Christian tradition is interpreted and a sense of community is realized to engage the 


problems and pressures of the contemporary world. 


20Cornel West, “The Crisis of Black Leadership,” Black America Magazine (April 1989), 25. 


21Forrest E. Harris, Sr., Ministry for Social Crisis, 25-26. 


CHAPTER FOUR 


THE PROJECT 


Rationale for the Church-Based Health Status Data Collection Analysis 


The Metropolitan Health Department of Nashville Davidson County Community 
Health Agency Task Force completed a primary health care study in 1995. The task force 
was responsible for analyzing the needs and services for low-income persons in the county 
and to develop recommendations regarding the best use of the limited resources available. 
The task force used secondary data sources (e.g., census data, health status data, a study 
of the uninsured in Davidson County conducted by the University of Tennessee, and state 
reports on TennCare). The findings from this study can be contrasted with some extent 
with the primary data collected from this current faith-based need assessment survey. For 
example, the Community Health Agency Study reported many poor and uninsured persons 
in Davidson County who need access to the services of subsidized primary health care 
providers to obtain adequate health care. Secondly, the poor and uninsured are 
disproportionately African-American, children, females and the elderly. Thirdly, the poor 
and uninsured are concentrated in 43 census tracts in the inner city and along two 
corridors near the inner city. Finally, birth and death records show the health problems or 
needs with the highest priorities that include the following: heart disease, cancer, stroke, 


violence, infant mortality, preventable accidents, abortion, and childhood immunization. 
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The significance of the primary data collected and analyzed in the local church is 
that the ministries of the church can be driven by these outcome data. The local church can 
plan, carry out, monitor, budget and evaluate most projects, programs, and ministries by 
quality data collection and analysis. In addition, linkage and coordination required for 
partnerships and collaboration with the public and private sectors can be enhanced with 


quality primary data sources. 
Methodology 


The Ennix-Jones Outreach Center of First Baptist Church, Capitol Hill is the 
context in which my office was and where the project was initiated. The health status 
needs’ assessment survey was first field tested at Pleasant Green Baptist Church and First 
Baptist Church, Capitol Hill. The sample from each church was completed with the 
traming of church-based health promotion teams for the Stroke/Belt Initiative sponsored 
by the National Heart, Lung, and Blood Institute of the National Institutes of Health. The 
instrument was refined and new questions added to the survey to find some additional 
behavioral and health risk factor information. The new instrument was designed with the 
name of the participating church and the pastor for appropriate tracking. 

In the early Spring of 1996, inquiry was made at five inner cities African American 
churches to solicit their involvement in the project. The five churches that agreed to 
participate in the project include the following: Jefferson Street Missionary Baptist 
Church, Mount Nebo Missionary Baptist Church, Spruce Street Baptist Church, Caper 
Christian Methodist Episcopal Church, and Mount Zion Baptist Church. At each church, 


an appointment was made with the pastor to explain the project and the potential use of 
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the data for new or an improved ministry. A specific Sunday and worship service time was 
designated by the pastor for the project. 

The protocol for gathering the information for the project varied at each site. At 
three of the sites, I was invited to sit in the pulpit. At different times during the worship 
service, especially during the announcements, the pastor introduced me and gave an 
overview of the project. The survey instruments were folded and placed in the church’s 
program before the worship service. The congregation was asked to complete the survey 
immediately and return them to the ushers. At two of the churches, I sat in the 
congregation during the worship service. I was given an opportunity to explain the project 
and request that the congregation complete the survey and given them to the ushers at the 
end of the worship service. At one church, the pastor explained the project and requested 
that each member complete the enclosed survey and given to the ushers. In each situation, 
the congregation responded to the request either from me or the pastor. 

A total of 611 respondents completed the survey. Twenty-two were not included 
finally because of inadequate information. The 489 congregational respondents’ surveys 
were completed and analyzed to learn behavioral and health status information. This 


information and analysis is presented in the next chapter. 


CHAPTER FIVE 


RESULTS OF THE MODEL 


Introduction 


This project 1s an educational resource for the pastor or clergy in particular and the 


laity and public health practitioners in general. The project will use models from pastoral 


care, social crisis ministry and social crisis preaching to develop a new paradigm for 


pastoral care with caring being the primary focus. 


Goals 


The goals of this project are listed below: 


1. 


To review several models of ministry to formulate a new paradigm for 
caring. 

To collect information from several congregations about health status and 
health behavior. 

To educate the clergy about new data driven ministry. 

To explain factors that influence the relationship between ministry and 


public health. 


These goals were achieved using several systematic steps for the process. A review 


of the literature provided an array of models from pastoral care, liberation theology, social 


crisis ministry and public health. Several models were selected and analyzed for this 


project. The final selection of specific models was based on the clergy as caregiver, 


spiritual leader, and educator. 


19 
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A conceptual framework was developed for the caring of persons as the 
foundation for this contextual analysis. The pastor, in this context, develops a relationship 
with persons in which the nature of God is realized both in themselves and in persons 
seeking right relationship with God. Thus, a holistic approach to optimal health is the 
desired outcome of this new paradigm for pastoral care. 

The pastor can use a construct called intentionality. The pastor becomes 
intentional trying to develop a holistic-wellness paradigm. Intentionality has a future 
orientation in that the pastor mobilizes energy and resources to achieve specific outcomes. 
The pastor decides specific goals, definite plans, and purposes. 

This process allows one to replicate the pastor’s methods for achieving the desired 
outcome. This project will give the pastor additional tools to improve replicability. For 
example, a scientific approach is used to describe phenomena relating to the health status 
of several congregations. A descriptive investigation was done to observe, describe, and to 
some extent, classify specific outcomes. Like other types of research, descriptive 
investigations begin with the identification of a problem or a problematic situation. The 
pastor can use the problematic situation as the foundation for intentionality. 

I developed this specific project because I wanted to know if pastors were willing 
to cooperate in this health and wellness investigation. Secondly, I wanted to see if the 
congregations would respond to a survey about health during the regular Sunday morning 
worship service. The congregation was asked to listen to my presentation and complete 
the survey placed in the program before the beginning of the worship service. Finally, I 
wanted to see if the information collected and analyzed would provide the possibility for a 


new ministry. 
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I was pleasantly surprised at cooperation both from the pastors and congregations. 
Usually, the pastor invited me into the pulpit. In the middle of the worship service, the 
congregation was asked to listen to my presentation and complete the survey. The ushers 
in all congregations surveyed helped in simplifying the distribution and collection of all 
surveys. One context associate was available at each church to help in the collection, 
organizing and distribution of the survey forms. Many congregants tried to let me know 
how much they appreciated my coming to the church and the need for this project. I also 
learned that each church had some type of health related programs with active 
participants. Many pastors expressed frustration with the lack of time, resources, and 
current information to develop a quality health care program. 

This process enriched my understanding of the tools needed for the pastor to be a 
better caregiver, a more influential co-change agent, and more informed about data driven 
outcome ministries. This pilot project convinced me that my public health training can be 
combined with ministry to influence lifestyle and behavioral change. Finally, I realized that 
language can be viewed as one barrier that could prevent important collaborative efforts to 
solve some unmet health needs. The theological language of intentionality, praxis, 
reflection and action can be integrated with the language of public health that include 
access, continuity of care, availability, accessibility, acceptability and longitudinality. This 
integrated process is critical for real change in health outcomes. 

I understand that religion, at its best, can give us the vision and the values for 
quality living. Religion, however, does not provide the analytical tools for the complexity 
of the modern industrial society. It can give certain insights into the human condition, 
certain visions of what we should hope for, but we need the tools. These tools are found 


outside religious texts and outside religious sensibilities. One must look to the social, 
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political and health services for some handle on the maildistribution of resources, wealth, 
income, prestige and influence in our society. 

I have learned from my project and prophetic ministry literature that prophetic 
ministry can be linked to some extent to a set of analytical tools. For example, the 
prophetic church can transform, liberate and empower persons so that they may actualize 
their optimum potential and realize human wholeness. One way to measure the extent to 
which the prophetic church provides real change is to use descriptive or exploratory 
methods to study information collected from the congregation. For example, the 
descriptive study selects a specific event, condition, or behavior and makes observations 
and record the results. The result of such an investigation is a list, a catalogue, or another 
type of description.’ The exploratory study, however, focuses on a phenomenon of 
interest, but pursues the question. What factor or factors influence, affect, cause or relate 
to this phenomenon? This integrative process of a prophetic ministry and a scientific 
investigation provides the environment and the analytic tools for the new paradigm for a 
prophetic ministry. 

The investigation for this project included 489 congregational respondents. There 
were fourteen questions asked about chronic and debilitating diseases including diabetes, 
cancer, high blood pressure, and strokes. There were also some questions about risk 
factors such as smoking, consumption of alcohol, overweight, and illegal usage of drugs. 
Other questions included age, sex, race, zip codes and health insurance. The Faith-Based 


Needs Assessment Survey provides a congregational insight into the potential for new and 


‘Anne Marie Nuechterlein, “Re-Creating Family of Origin Relationships in Work Relationship.” 
The Journal of Pastoral Care (Spring) 1991, Vol. XLV, No. 1, 49. 
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prophetic ministry. The tables from the survey provide the content, distribution and 
profiles of the participating congregations. 

For example, table 17 shows the distribution of males and females by sites, number 
and percent of total. Table 18 shows the distribution by age range, number and percent of 
total. This table also shows that most of the respondents were between twenty and forty- 
nine years of age. In this table, it shows that in site E, there are approximately 102 females 
between the ages of 20 and 29 and at least one-third of these women drink alcohol 
according to table 30. The pastor and the laity in that context could target a ministry 
specifically for this population group. Table 19 give a profile of respondents by zip codes. 
This information allows the pastor to decide by observation the zip codes with the largest 
number of members. In addition, this information gives the pastor and church leaders an 
estimate of members from the zip code of the context location. Table 20 shows the 
distribution of males and females by number, percent, health status and risk factors for 
each site. This information allows the pastors and the church planning committee to target 
specific ministries based on health status and health risk factors. Table 25 through 33 
combmes the distribution of all sites by males, females, risk factors, chronic diseases, 
behavioral factors and percent of the total. 

In summary, using the faith community to influence the behavior and lifestyle of 
persons within the organized public health model provides a new model of ministry. In this 
model, one can appreciate black preaching and social crisis ministry being combined in a 
formal analysis within a particular ritual context and socioeconomic situation. One can 
place people’s humanity on the agenda and try to transform their meaninglessness and 


hopelessness into a more effective kind of struggle. Caring and the value of service to 
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others requires that we have in place a prophetic ministry with measurable results. This 


project attempts to bring some understanding to this important prophetic challenge. 


Table 17. Distribution of Male and Female by Site, Number and Percent. 


Sites 


D 
E 
Total 


N=Total; N/A=Incomplete forms 


Faith-Based Health Needs Assessment Survey Results 


N 
53 
63 
81 
131 
183 
S11 


N/A 
pi 
2 
10 
0 
5 
Ze 


N-N/A  ~=Number 


51 

58 

ie 
131 
178 
489 


Male 
Percent 
5 10 
14 24 
17 24 
29 pp) 
33 19 
98 20 


Table 18. Distribution by Age Range, Number and Percent. 


Age 


0-19 
20-29 
30-39 
40-49 
50-59 
60-69 
70-79 

80+ 

Total 


45 


Yo 
13 


11 
22 
13 
1] 
18 


B 
i 
3 


39 


% 


15 
2] 
25 
10 


C 
i 
5 
7 
18 
15 
9 


69 


% 


10 
26 
22 
13 
12 


13 
24 
35 
25 
10 


127 


Female 
Number Percent 
46 90 
ad 76 
54 76 
102 78 
145 81 
391 80 
% it % 
10 12 7 
10 105 a7 
19 34 19 
28 9 5 
20 6 3 
8 6 3 
5 3 2 
2 8 4 
183 


Table 19. Distribution Members by Zip Codes. 


Zip Codes Sites 


0.0* 
37013 
37015 
37027 
37064 
37072 
37075 
37076 
37086 
37115 
37121 
37122 
37130 
37129 
37134 
37138 
37186 
37189 
3/201 
37203 
37204 
37205 
37206 
37207 
37208 
37209 
37210 
37211 
37212 
37214 
37215 
37216 
37217 
37218 
37219 
37220 
37221 
3/227 
37235 
37318 
38109 
38111 


A 
z 
2 


] 


*No Zip Codes on the forms 
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Table 20. Distribution of Health Status and Risk Factors for Site A. 


Male Female 

N=5 i % N=46 # % 
Diabetes 1 20 4 9 
HBP 2 40 16 36 
Stroke 0 7 
Cancer 0 4 9 
Smoking l 20 5 1] 
Alcohol 2 40 5 11 
Overweight 0 i? 37 
INegal Drugs 0 0 0 0 
No Health Ins. 0 0 1 2 


Table 21. Distribution of Health Status and Risk Factors for Site B. 


Male Female 
N=14 = % N=44 = % 
Diabetes 0 3 7 
HBP 1 15 34 
Stroke 0 2 
Cancer 1 1 ps 
Smoking 2 14 6 14 
Alcohol 6 43 13 30 
Overweight 5 36 18 41 
Illegal Drugs 2 14 Z 5 
No Health Ins. 2 14 0 0 
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Table 22. Distribution of Health Status and Risk Factors for Site C. 


Male Female 
N=17 i % N=54 = % 
Diabetes 2 12 6 1] 
HBP 4 25 19 35 
Stroke 0 2 4. 
Cancer 0 3 6 
Smoking 6 35 5 9 
Alcohol é. 24 7 13 
Overweight 3 18 37 69 
IHegal Drugs 7 41 3 6 
No Health Ins. Z 12 8 15 


Table 23. Distribution of Health Status and Risk Factors for Site D. 


Male Female 
N=29 o % N=102 % 
Diabetes 0 0 6 6 
HBP 9 31 26 25 
Stroke 1 3 2 Z 
Cancer | 3 
Smoking 6 21 16 16 
Alcohol 12 41 31 30 
Overweight 9 3] 52 51 
Illegal Drugs 2 7 3 


No Health Ins. 0 0 7 7 


Table 24. Distribution of Health Status and Risk Factors for Site E. 


Male 
N=33 i % N=145 
Diabetes Z 6 
HBP 5 15 
Stroke 0 
Cancer 0 
Smoking - 1 3 
Alcohol 1] 33 
Overweight 8 24 
[legal Drugs 3 9 
No Health Ins. l 


Table 25. Distribution of Diabetes for All Sites. 


Male 

Sites N = % 
A 5 1 20 
B 14 0 0 
C 17 2 12 
D 29 0 
E 33 2 

Total 98 5 5 


= so 


24 


47 
69 
1] 
19 


46 
44 

54 

102 
145 
391 


Female 


% 
5 
17 
1 
6 
5 
32 
48 
8 
13 


Female 
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Table 26. Distribution of High Blood Pressure for All Sites. 


D 
E 
Total 


5 
14 
17 
29 
33 
98 


Male 


tf 


Mm” \O® HB K&S HO 


2! 


Yo 
40 
7 
os 
3] 
15 
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Table 27. Distribution of Stroke for All Sites. 


Sites 


a): Oe 


N 
5 
14 
7 
29 
33 


Male 


# 


0 
0 
0 
I 
0 
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Table 28. Distribution of Cancer for All Sites. 


Sites 
A 
B 
C 
D 
E 

Total 


N 
2 
14 
17 
29 
33 
98 


no & -§ CO = © tH 


No GS BH © ~~ OO 


46 
44 
54 
102 
145 
391 


46 
44 
54 
102 
145 


46 
44 
54 
102 
145 
391 


Female 


16 


19 


26 


24 
100 


Female 


NI NY NY NW 


Oo ere © WD — FS tH 


35 
34 
35 
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17 
26 
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Table 29. Distribution of Smoking for All Sites. 


D 
E 
Total 


Male 


it 
] 
2 
6 
6 
I 


16 


% 
20 
14 
35 
21 
3 
16 


Table 30. Distribution of Alcohol for All Sites. 


Sites 


D 
E 
Total 


Table 31. Distribution of Overweight for All Sites. 


Sites 


Total 


N 
2 
14 
17 
29 
33 
98 


14 
17 
29 
33 
98 


Male 

# 

2 

6 

4 
12 
11 
35 


Male 
# 


So Oo WY nN & 


% 
40 
43 
24 
4] 
33 
36 


% 


36 
18 
31 
24 
26 


46 

4a 

54 

102 
145 
391 


46 

Aa 

54 

1Q2 
145 
391 


46 

44 

54 

102 
145 
391 


Female 


16 


39 


Female 


13 


3] 
47 
103 


Female 


17 
18 
37 
D2 
69 
193 


% 
11 
14 


16 


10 


% 


30 
13 
30 
32 
26 


% 
37 
4] 
69 
a1 
48 
49 


90 


9] 


Table 32. Distribution of Illegal Drugs for All Sites. 


Male Female 
Sites N Ht % N i % 
A 5 0 0 46 0 0 
B 14 2 14 ae, 2 5 
C 17 a 41 54 3 6 
D 29 2 102 3 3 
E 33 3 9 145 11 8 
Total 98 14 14 391 19 5 

Table 33. Distribution of No Health Insurance for All Sites. 

Male Female 
Sites N # % N = % 
A 5 0 0 46 ] Z 
B 14 2 14 ad, 0 v 
Cc I? 2 12 54 8 15 
D 29 0 0 102 7 7 
E 33 l 3 145 19 13 
Total 98 5 5 39] 35 9 


Evaluation of the Project 


The evaluation of this project provided valuable insights into the methods used to 
gather information from the congregations. The pastoral care and public health literature 
as well as past experiences with developing church-based programs was helpful in 
preparing questions for the interviews. The clergy was asked to respond to at least three 
components of the project. The first component was the survey distribution and collection 
during the worship service. The second component focused on the congregation’s 


response to the pastor about data collection during the worship service. The final 
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component was the clergy’s evaluation of the training modules for clergy and the 


usefulness of the data from the survey. 


A meeting was held with each participating clergy after the congregational survey. 


A list of five questions were asked during the meeting to evaluate the project. The five 


questions included the following: 


Did any member of your congregation express negative concerns 
about surveying the congregation during the worship service? 


Are you surprised by the findings from the survey? 


Do you believe other pastors and congregations would benefit from 
this method of gathering information? 


Do you believe the clergy will benefit from the training modules? 


Do you believe that the information from this method of gathering 
information could promote new ministries? 


Results of the Evaluation 


Below are the results of the interviews with the participating clergy: 


Question #1 


Congregations’ response to the survey. 


The clergy did not experience any negative responses from the members. In most 


instances, the members were either curious about the results or the approximate 


date results would be available to the congregation. This positive opportunity was 


used to ask the clergy if they would consider an annual survey of the congregation. 


At least three responded positively and two wanted to give the responsibility to the 


appropriate committee of the church. 
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Question #2 Are you surprised by the findings from the survey? 


Most of the clergy was not surprised by the findings. The information confirmed 
their beliefs about the overall poor health status of some African-Americans. At 
least one pastor was surprised by the number of young women who abused 


alcohol. 


Question #3 Do you believe other pastors and congregations would benefit from this 


project? 


Question #4 


Two of the participating clergy served as state convention presidents. One pastor 
was state president of the National Baptist Convention, USA, Inc. and the other 
was state president of the National Missionary Baptist Convention of America. All 
of the clergy responded positively to this question based on their experience with 
other pastors. They believe that the clergy would be a better resource for 
improving health and wellness if they received the proper training. To confirm their 
observations, I used my experience from the laity training for the church-based 
health promotion teams for the Stroke-Belt Initiative. This initiative was sponsored 
by the National Heart, Lung and Blood Institute in conjunction with the 
Metropolitan Nashville Davidson County Public Health Department. This initiative 
was designed to reduce the risk factors that cause stroke among the African- 
American population. 

Do you believe the clergy would benefit from the training modules? 

The clergy responded to this question by referring to their answers in question 
three. The all agreed that the clergy would benefit from the training. However, 
they wanted to study the outlines and modules carefully to see if they agreed with 


the theological foundation. 
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Question #5 Do you believe that this method of gathering information could promote new ministries? 
The clergy responded with consensus that new ministries could be created from 
this data collection method. They agreed that new ministries would be sustained if 
both clergy and laity were involve in the planning and developing of the new 
ministries. They all agreed that the survey method should be used to develop a 


church related health status database. 


Limitations of the Project 


Perhaps the most limiting factor in this project may be the qualifications of the 
person replicating the project. I believe some clergy would have better success if there was 
some orientation to health promotion, disease prevention and health care delivery. For 
example, when I was project director for the Cancer Awareness Program at Meharry 
Medical College, the involvement of the church community was one primary strategy for 
distributing good preventive health messages. The most that I could accomplish at any 
church site was an announcement Sunday morning during the worship service and/or an 
article in the church bulletin. However, as a health care practitioner and minister, [ could 
develop an entirely different rapport with the pastor and the congregation. The perception 
of many clergy persons and parishioners is that outsiders attempt to use the church for 
secular purposes. The activity or project must be perceived as a continuation of the 
church’s ministries by the senior servant or the project will fail. 

The second limitation in the project is the balance in information needed for both 
the clergy and the public health professional. Data collected from the congregation can be 
used to drive a new ministry for the clergy and it can also be used to help public health 


specialists understand the health status of the congregation. Persons replicating this 
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project should design the project to help each professional satisfy his or her specific goals 
and objectives. 

The third limitation in the project is the limited research on faith and health 
available for comparison of findings. Most of the literature that reports information about 
church-based health promotion activities is either disease specific or risk factor specific 
(1.e., smoking cessation, diabetes awareness, blood pressure screening). Secondly, most of 
the studies took place in the African-American community that limits generalizability when 
during population-based research projects. 

Finally, this model and method of data collection may not work the same in other 
sectors of the faith community because their method of worship may preclude asking 
persons to participate in a survey during worship service. Using a short survey to ask 
members of an interfaith group to respond to questions relative surveys being conducted 


during the worship service may be important. 
Recommendations and Implications for Future Research 


The success of this congregational data collection and analysis effort could change 
the perception of many public health practitioners about collaboration with the faith 
community. A close analysis of these data can provide significant population specific 
information on health status for the public health community and simultaneously provide 
data driven ministries for the faith-community. It is from this analysis that new and 
improved community-based programs can be created to meet the needs of the community. 
I would recommend the following: 

1. The administration in the schools of theology and public health provide 


a specific forum to address the potential collaboration of data driven 
programs. 
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2. Information from the forum is shared with other entities that may be 
interested in this collaborative effort. 


3. Publish findings from the forum in major journals and periodicals in 
both disciplines. 


4. Develop a pilot project in a specific inner-city community to test 
collaboration between the local health department and the faith- 
community. 

5. The curriculum committees at the schools of both theology and public 
health engage in an exchange about a specific data driven curriculum 
for pastoral care and health care to prepare students for community- 
based programs. 


Future Research 


I believe this project should be expanded to collect data from at least 200 
churches in a specific community to get a better profile of the church-based population. 
The research instrument should be expanded to include more relevant questions about 
behavior and lifestyle (i.e., HIV, AIDS, mental illness). More financial support should be 
given to such organizations as Park Ridge Center in Chicago, the Institute of Religion in 
Houston, and the Carter Center of Emory University in Atlanta to increase the exchange 
between religion and medicine. Managed care organizations should use a prevention 
strategy that would bring the medical community and faith community into a more 
productive talk. Finally, Center for Disease Control and state agencies should publish 
more opportunities for independent church-based organizations to collect information on 


local congregations. 
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CLERGY TRAINING FOR NEW MODELS OF MINISTRY 


CARING FOR PROPHETIC MINISTRY 


PHASE I 


The Pastor’s Role in Public Health: Lifestyle and Behavior Change 


A. 
B. 
.. 


Understanding Public Health in the New Medical Marketplace 
The Role of the Faith-Community in Managed Care 
Opportunities for the Faith-Community in Local and State Health 
Advocacy 


Understanding Data Collection and Analysis in Developing New Ministries 


MOOW > 


How Data Drive New Ministries 

Annual Data Collection and Strategic Planning 
Developing Faith-Based Health Programs 
Grant Writing and Information-Based Projects 
Descriptive and Exploratory Methodology 


Pastoral Care in Lifestyle and Behavior Change 


MOO > 


Traditional Functions of Pastoral Care: Healing, Sustaining, Reconciling 
Pastoral Care in a New Worship Context 

Theological Praxis: Envision God’s Healing and Holistic Activity 
Intentionality: Pastor’s Understanding Caring Relationships 

Integrating a Narrative Approach in Health and Pastoral Care 


The Mission of the Church in the New Medical Marketplace 


A. 
B. 


Tithing: Sustaining God’s Storehouse 
Improved Board Meetings 
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FAITH INITIATIVE: SUBSTANCE ABUSE PROGRAM 


CURRICULUM OUTLINE 


PHASE II 


Program Goals and Objectives 


Goal I 


Objectives 


O 


Goal IT 


Objectives 
oO 


To provide traming for clergy and laity in the faith community about 
substance abuse prevention and treatment. 


To decide the extent to which a need exists for training clergy and the laity 
in substance abuse prevention and treatment in the faith community. 


To provide training for clergy and laity after the need for training is 
determined through information and assessment tools. 


To determine the quality of the training with the appropriate evaluation 
forms collected from the participants in the training. 


To provide curriculum outline and content for clergy and laity leaders to 
review and evaluate for the specific congregation to receive the training. 


To provide a resource and reference list for clergy and laity leaders to use 
to supplement the curriculum and training. 


To explore the faith community infrastructure for opportunities to network, 
build coalitions, identifies support groups, and encourages linkages with 
treatment centers. 


To determine the extent to which a comprehensive faith community 
substance abuse prevention and treatment network exists in the State of 
Tennessee. 


To determine the extent to which substance abuse prevention and treatment 
relapse support groups and other related services and resources exist in the 
faith community infrastructure. 


To strengthen the relationships between existing substance abuse 
prevention and treatment support groups with information about 
workshops, seminars, symposiums and conferences dealing with substance 
abuse prevention and treatment. 


Goal Il 


Objectives 
O 
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To explore the need for a faith community resource and information center 
that may reduce the incidence of substance abuse and related violent 
activities. 


To determine the extent to which a comprehensive faith community 
resource and information center can receive support for a sustained service. 


To explore the extent to which a statewide faith community published a 
directory of prevention and treatment services can enhance the awareness 
of clergy and laity as far as they request this resource. 
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Module I 


Module II 


Module lil 


Module IV 


Module V 


Module VI 
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Family Support and Networks 


Low-income and Minority Family, Church and Spirituality 


Low-imcome and Minority Women and the Role of Religion and 
Spirituality in the Drug/Alcohol Treatment Process 


Low-income and Minority Men and the Role of Regligion and Spirituality 
in the Substance Abuse Treatment Process 


Low-income and Minority Adolescents and the Role of Religion and 
Spirituality m the Treatment Process. 


Low-income and Minority Elderly and the Role of Religion in the 
Treatment Process 
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IH. 


Il. 


IV. 


IV. 


VI. 


VIL. 
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Topic 

Introduction 

Objectives 

Content 

A. How to Develop Health Promotion Teams 
Congregational Awareness 

Volunteers for Health Promotion Team 


‘Traming 
Target Audience 


AWN 


B. Substance Abuse Content 


12 Step Recovery 
Bonding Experience 
Develop Action Plan 
Task Assignment 
Develop Interview Questions 
Parenting for Children Abusing Alcohol and Drugs 
‘When to Celebrate 
Milestones 
Leadership Training 
Team Development 


eee At Ne 


ad 


Assessment Criterion 


Activities 


Resources 
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